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The Importance of 
Larger Doses 


NE in every ten cases of Diphtheria in the United States termi- 
nates in death, according to the New York City Board of Health. 
This high death-rate can be materially lowered by the early adminis- 
tration of large doses of diphtheria antitoxin. The average dose 
employed at the present time is 5000 units. Authorities assert that 


it should be 10,000 units. 


Physicians who get the best results from diphtheria antitoxin give 
large doses early in the course of the disease. They administer ini- 
tial injections of ten to twenty thousand units in all suspected cases. 
There is little danger from big doses. This fact is generally conceded. 
The real risk lies in reliance upon too small doses. 


Higher unit dosage is now possible. Parke, Davis & Company 
are producing high-potency antitoxin that is from three to five times 
more concentrated than the serum supplied several years ago. What 
are the advantages of this concentrated and refined high-potency 
antitoxin? There is less liquid to inject, absorption is more prompt, 
results are quicker and better, lives are saved which would otherwise 


be lost. 
Ask your druggist for P. D. & Co.’s Diphtheria Antitoxin. 


Parke, Davis & Company 
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TRACHEOPLASTIC OPERATION FOR CHRONIC ENDOCERVICITIS.* 


J. M. Atrorp, M. D. 


OKLAHOMA CITY, OKLAHOMA 


Chronic endocervicitis is the most prevalent, the most often observed, the 
most misunderstood, and the most mistreated of all gynecological disorders. It 
has been recognized as a concrete clinical entity for more than a hundred years. 
Nevertheless, our modern textbooks still consider its therapeutics under the head 
of medical gynecology, whereas it is as distinctly a surgical lesion as is an osteo- 
omyelitis or an infected appendix. 

At the very outset, I wish to make a clear and emphatic distinction between 
a lacerated cervix and an infected cervix. A nullipara, or a virgin, may be afflicted 
with a severe chronic endocervicitis, while a woman who has borne many children 
may have a cervix that is absolutely healthy. Furthermore, we must keep clearly 
in mind the anatomical and physiological difference in structure and function of 
the cervical mucosa from that of the corporeal endometrium. Physiologically, 
the cervical canal is simply a channel of communication between the vagina nad 
the uterus. Its chief functioning tissue is made up of deeply penetrating racemose 
glands which simply secrete mucus. _ It does not undergo those changes which take 
place in the corporeal endometrium during menstruation or deciduation. Contrary 
to popular belief, there is no sphincter muscle at either the external or internal os. 
Whatever of semblance there may be to a sphincter is due to the spiral arrangement 
of the muscular fibers from their beginning in the uterine cornu to their insertion 


© in the fibrous cervical tissue. Another popular fallacy is the belief that the cervical 


mucosa is seldom infected and that the endometrium is the site of easy and frequent 
infection, when just exactly the opposite condition prevails. In fact, the cervical 
mucosa could very appropriately be termed the “tonsil of the uterus,” and all 
ascending infections of micro-organisms find in it their first abiding place before 
reaching those structures which lie beyond. And just as the laryngologist has 
come to recognize the chronically infected tonsil as the primary and sole cause of 
that aggregation of pharyngeal symptoms, which are now more or less familiar to 
us all, so do I believe that the gynecologist will come to recognize the chronically 
infected cervix as a distinct pathological condition, manifesting its own peculiar 
symptoms, and producing a train of pelvic, and even systemic ills. A chronic 
endocervicitis is just as much entitled to be recognized as a primary focus of in- 


*Lack of space prohibits inclusion of eight illustrations showing various pathological conditions 
incident to this article and preliminary to the technic offered as corrective of them. They will appear 


in full in the Author's reprint of this paper—Ed 
1 
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fection as the gums, the tonsils, the gall-bladder, the appendix, and the nagaj 
sinuses. 

In order to better appreciate the foregoing statement, let us consider for gq 
moment the lymphatic circulation of the uterus. It has been nearly fifty years 
since Leopold established the normal uterine lymphatic circulation, and yet, 
barring its disseminating role in malignancy, the domination of this element ig 
the general pathology of gynecological infections has been practically ignored, 
Leopold established the fact that the uterine lymph current may be traced from 
its lacunar origin in the cervical and corporeal mucosa through minute funnel 
shaped ostia, directly to the myometrium. Here it branches into an extensive 














Tracheloplasty (author's method Outlining the edge of the flap on the vaginal sheath 
of the cervix along the demarcating line between the normal vaginal and diseased endo-cervical 
mucosa in a case of infected bilateral laceration 


capillary net which, spreading over the muscle sheaths, penetrates and enmeshes 
every bundle of the uterine musculature, whence it drains into two main collecting 
channels that travel parallel to the uterine and ovarian blood-vessels at the base 
and top of the broad ligament. Therefore, an infection of the cervix does not 
travel by continuity of tissue to the endometrium but finds its way upward as an 
infecting lymphangitis which affects the entire muscle body of the uterus and may 
extend out around the tubes and even envelop the ovary to the extent of interfering 
with the rupture of the graafian follicle, bringing about that cystic condition of 
the ovary so often observed, together with the possibilities of a pyosalpinx, hydre- 
salpinx, and the various pathological conditions found in the adnexa, whose etiology 
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has heretofore been so little understood. Furthermore, this chronic lymphangitis, 
which prevails throughout the body of the uterus, offers a plausible explan: ition 
of the pelvic discomfort, the postcoital cramp, commonly called “womb colic, 

and the dysmenorrhea, which is almost universal among these patients. Further 
more, the mucopurulent leukorrhea of these women explains the sterility that 
prevails among them, for undoubtedly a chronic infection of the cervix is much 
more often a cause of sterility in nulliparous women, besides the one chlid sterility, 
which so often prevails. The spermatocidal effect of a diseased cervical mucosa 
has been thoroughly studied by Reynolds, who, utilizing Huhner’s postcoital 
method for the observation of spermatozoa aspirated from the cervical cavity, 














Tracheioplasty (author's met ho« bilization of the « 
fornices 


states: “It is extremely interesting to see how actively mobile spermatozoa progress 
across the field of the microscope in a cervical secretion of grossly normal appear 
ance, until they come in contact with some clumps of pus-cells, with which the 
tail of the spermatozoon becomes entangled. The result then is that it indulges 
in futile struggles to es ‘ape, by the violence of which it becomes exhausted, and 
in a few minutes gives up the struggle and lies still.” 

And finally, in discussing the end results of a chronic endocervicitis, we must 
mention carcinoma of the cervix. It has been thoroughly established by competent 
observers that “chronic catarrhal endocervicitis precedes cancer in the great 
majority of cases and the cervical erosion is the most definitely established le ‘s10On 
known to initiate cervical carcinoma.” 
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The subjective symptoms of a chronic endocervicitis are very indefinite and 
such as may be common to a number of pelvic disorders. The chief complaint of 
the patient will probatly be persistent leukorrhea, which does not yield to any form 
of vaginal douche, or local application. Almost invarial ly there is more or less 
dysmenorrhea, although the menstrual flow may be entirely normal. Sterility 
is the rule rather than the exception. Then there is a vague pelvic discomfort, 
which may amount to little or much according to the degree of infection which has 
taken place in the lymphatics. The objective symptoms are obvious and easily 
recognized upon inspection of the cervix. The nulliparous cervix retains its conical 
shape, but presents an inflammatory area encircling a small pouting os from which 

















Tracheloplasty (author's method Excision of endocervical cone. the knife directed towards 


the internal os 


there exudes a tenacious mucus. The multipara will show one or more lacerations 
of greater or less degree, and in both there will be an area of tissue which appears 
granular and is commonly called eroded, but in reality is covered with a thin layer 
of epithelium. In the more severe cases the entire cervix may be filled with 
nabothian cysts which, in their development, brings about an hypertrophy which 
may enlarge the cervix to twice its normal size. This infection may have taken 
place in early childhood, or even infancy, which fact throws much light upon many 
of the gynecological disturbances which take place in virgins. The patient herself 
may have no recollection as to the time when the infection took place. The 
gonococcus is by far the most frequent infecting organism and yet we find strep- 
tococci, staphylococci, and colon bacillus, occurring in the order enumerated 
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Having made the statement that chronic endocervicitis is exclusively a 
surgical problem, I wish to add further that I believe the time is now at hand 
when anyone treating this condition by any form of application or cauterization, 
will be placed in the same category as those who endeavor to treat a chronically 
infected tonsil in any way except by a tonsillectomy. Ambrose Pare first advo- 
cated amputation of the cervix, and Osiander in 1802 published the method of 
operative procedure, after having performed it a number of times. ‘The operation 
was performed by means of the bistoury, scissors, the ecraseur, and galvano-cautery ; 
the latter method was perfected by John Byrne, of Brooklyn. All of these methods 




















rracheloplasty (author's method Denuded funnel of cervical muscularis, excised cone of 
endocervical mucosa, and loose cylirdrical flap of vaginal mucesa 


left an uncovered raw cervical stump to heal by granulation. The first plastic 
amputation of the cervix uteri, in which a cuff of vaginal mucosa was used as a 
stump covering, was performed by Marion Sims in 1861, and a year later Emmet 
performed his first successful trachelorrhaphy. In a simple cervical laceration, 
which has not become infected, the original operation, as performed by Emmet, 
has proven entirely successful, has never been imy roved upon, and is today the 
operation of choice. But a simple trachelorrhaphy does not and cannot cure a 
chronic endocervicitis, for the simple reason that it does not remove all the infected 
tissue. There has been many modifications proposed for the ordinary circular 
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amputation, each of which was intended to remove more of the infected tissue and 
at the same time not leave so much of a circular scar as to interfere with the progress 
of future deliveries. I think that any form of operation which endeavors to use the 
endometrial edge of the cervix as a part of the flap, will always be disappointing, 
on account of the extreme friability of this tissue, permitting the sutures to tear 
through before there can be union, leaving a raw cervical stump which must heal 
by granulation—usually becoming reinfected. The best operation that has been 
devised is that advocated by Sturmdorf, and whose technique is as follows: “A 
weight speculum is introduced into the vagina, so as to expose the cervix, which 

















Tracheoloplasty (author's method Silkworm strand passed transversely through the vaginal 
surface of the anterior flap segment, } of an inch from[the edge, embracing } of an inch of tissue 


is caught within the infected area by a tenaculum and drawn well into view. Then 
with a knife, a circular incision is made just within the edge of the healthy mucous 
membrane, which outlines the cuff or flap which is to be used for the covering and 
relining of the cervical canal. The cylindrical flap thus outlined is dissected up 
to the level of the internal os, then with a long-bladed sharp knife the infected 
cervix is cored out and removed. The cervix now presents a muscular funnel 
within a deep cylindrical sheath of vaginal mucosa. The next step is to cover 
over and invert this cuff into the denuded cervix. A heavy silkworm gut, or number 
three chromic catgut, is passed through the anterior vaginal surface from within 
about one-eighth of an inch from the edge and about one-eighth of an inch to the 
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right of the median line, then continued across and out at the opposite side in a 
corresponding situation. This suture is permitted to hang free until a like suture 
is passed in the same manner through the edge of the posterior section of the flap. 
The right free end of the anterior suture is then threaded on a Peaslee needle, or a 
long heavy cervical needle, and is carried into the cervical canal to the level of the 
internal os, whence piercing the cervical musculature in a direction forward, up- 
ward, and slightly to the right, it emerges on the vaginal surface at the base of the 
flap. The left free suture end is directed in the same manner; forward, upward, 
and to the left, so that the two suture ends, diverging slightly in their course 

















Tracheloplasty (author’s method). Introducing the right free suture-end into and slightly 
above the internal os on a double curved needle, whence it is passed upward, forward and 
slightly to the right through the musculature to emerge at the base of the flap in the anterior 
vaginal fornix, | of an inch from the median line 


reappear in the center of the anterior vaginal fornix about one-fourth of an inch 
apart. The free ends of the posterior suture are passed in corresponding posterior 
direction and emerge in the center of the posterior vaginal fornix. By tightening 
and tying each individual set of suture ends, the tubular vaginal flap is drawn 
into the denuded cervical cavity, thus relining its entire raw surface. Additional 
sutures are usually unnecessary, but one or more may be inserted at each lateral 
angle if further coaptation is needed. A narrow strip of iodoform gauze, intro- 
duced into the cervix with the object of maintaining flat coaptation of all raw sur- 
faces, completes the operation. ‘This gauze is removed on the third or fourth day, 

when the patient is permitted to walk about. If chromic catgut sutures are used, 
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their removal is unnecessary, but the silkworm gut should be removed at the end 
of the third week, when they will be found loose and accessible. The specific 
features of the operative method thus outlined effect the complete elimination of 
the infectious focus by extirpation of the diseased cervical mucosa, preserves 
the normal arrangement, contour, and functions of the cervical canal.” 

















lracheloplasty (author's method Needle, carrying the right free end of the anterior suture 


emerging on the anterior vaginal fornix at the base of the flap 


CALIPER EXTENSION. 


J. E. Cannaday, Charleston, W. Va., Camp Sherman, Chillicothe, Ohio 
Journal A. M. A., Oct. 25, 1919), points out the defects of the caliper as it has 
been used in surgery to secure traction. It ha ssharp slender points which may 
penetrate the bone too deeply with one point while the other is loosened, or both 
With the caliper handles in line with the 


points may enter the spongy bone. 
Can- 


femur, as is the rule, the full extension of the leg at the knee is prevented. 
naday has had made a pair of calipers intended to be used in a vertical position 
The points are blunted and slant toward the front so as to give a proper pulling angle. 
Each is equipped with a guard ring, allowing only one-fourth inch of the point 


to enter the bone. “At the angle formed by the junction of the base of the caliper 
! on the handles, 


point and the handle, a traction ring has been attached, and above, 
a locking device in the shape of a hinged cross bar with a set screw. This not only 


holds the caliper points securely in contact with the bone, but also precludes the 


possibility of their becoming loosened from their hold on the condyles of the femur.’ 
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Tracheloplasty (author's method Phe left free suture-end passed in a direction upward 
forward, and to the left Both ends emerging on the anterior vaginal fornix at the base of the 


flap, } of ar inch from the median line 
See article by Dr. J. M. Alford 


MISTAKES IN DIAGNOSIS. 


J. R. Pennington, Chicago (Journal A. M. A., Sept. 27, 1919), calls attention 
to the frequent mistaken diagnuses largely due to neglect of complete and especially 
of proctologic examinations. He gives a number of instances with misleading 
symtpoms, the true nature of which was accounted for by such thorough examina- 
tions and in some cases by the Wassermann tests. He says many other examples 
could be cited to show that while one may limit his practice to a certain specialty 
or region of the body, his treatment should be based on a thorough and complete 
examination of all the organs and also the habits of his patient. He says a gyne- 
cologist would not dream of treating disease of the pelvic organs without the use 
of a speculum, and it is his firm belief that the use of the proctoscope is equally 
imperative, and that the gastro-intestinal tract and rectum should be more fre- 
quently and systematically examined. 


One man in every three was rejected by drafts boards for physical disability According to 
the United States Public Health Service, a great many of these defects might have been eliminated 
and probably will be in the next generation 


Give your physician a chance to keep you well before you call him in to cure you, advises the 
United States Public Health Service An occasional thorough examination by a competent physician 


will save you money and prolong your life 
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Tracheloplasty (author's method Traction on the two anterior suture ends draws the anterior 
vaginal flap segment into the cervical cavity, and approximates its edge to the circumferenc: 


of the denuded internal os 
See article by Dr. J. M. Alford 


IODIN TINCTURES. 


Torald Sollmann, Cleveland (Journal A. M. A., Sept. 20, 1919), remarks that 
certain proprietary preparations of iodin have been claimed to have less irritating 
action than the official tincture and, since they are more or less secret in com- 
position, he has devised a nonsecret preparation of the same character, by the use 
of hydrogen iodid, the details of which will be published in a pharmaceutical 
journal. He gives a table of the percentages of free iodin (including HI) and 
relative acidity of U. S. P. tincture, his own new formula, and two of the widely 
advertised proprietary preparations, Burnham’s Soluble Iodin and Surgodine. 
Tests were made of all these, which showed that Burnham's preparation was more 
irritant than the U. S. P. tincture, but the differences were slight. Investigatio: 
was made as regards the precipitation of proteins, which probably applies to the 
irritant action of iodin. Sollmann finds that postassium iodid of the official 
tincture has a restraining action on the coagulation of albumin. The presence of 
potassium iodid does not seem to render it more irritant, but probably would 
make it more suitable for the disinfection of open wounds than the secret or non- 
secret water-soluble tinctures. 
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Tracheloplasty (author's method The anterior and posterior sutures drawn taut and tied 
flap in place, lining the cervical cavity to the internal os 
t See article by Dr. J. M. Alford 


WAR FRACTURES. 


While, during the war, a vast number of fractures have been treated by various methods, the 
advantages of a standard method are indisputable, according to J. B. Walker, New York (Journal A. M. 
1., Sept. 6, 1919 Many surgeons « ling to discredited methods, and Walker hoped to present evidence 
that would convince them of their error. The need for improvement is shown by the fact that among 
the men examined for the last draft there were found 23,338 suffering from malunion of fractures. The 
statistics, in hospital records, do not show the desired results from treatment, and it is to be hoped that 
the War Department will take measures to render its valuable records available. Many hospitals 
suffered from lack of equipment, and fifteen spec ially equipped hospitals, with a qualified personnel, 
were designated as those to which all patients in cases of fracture of the long bones should be transferred 
It was not permitted that this arrangement should apply to patients already under treatment, and only 
such fresh patients as arrived from overseas were thus transferred, while the request for the transfer 
of patients in peripheral nerve cases to eleven designated special hospitals was approved. Osteomyelitis 
has been the most serious complication of fractures and has occurred in at least 50 per cent. of the cases 
lhe statistics of such cases treated are given, and it is believed that the figures will be increased by further 
data. It is too early to give end-results, but it may be useful to record some general impressions gained 
For the transporting of the patient from the field, the Thomas or Blake-Keller modification is unques- 
tionably the best type of splint, and during the period of infection of a lower extremity, the Thomas o1 
Hodgens splint, with the Balkan frame and extension by suspension and traction, has given the best 
results. During 1917-1918, there has been a great increase in the use of the caliper. For humerus 
and elbow fractures, the Thomas arm splint, with the Bqlkan frame and sufficient extension, has been 
most satisfactory In a large majority of hospitals, measurements have been neglected. Tape measures 
are as essential as thermometers loo few roentgenograms have been taken regularly, and bad end 
results are often due to neglect in carrying out recognized methods. Young, able, alert surgeons with 
good hospital experience will have splendid future opportunities in this work 
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SOME PERSONAL OBSERVATIONS ON FRACTURES.* 


Fenton M. Sancer, M. D 


OKLAHOMA CITY, OKLAHOMA 


We believe that during the past three years the surgeons of the United States 
have paid more attention to fractures and other injuries to bones and joints than 
they did in any previous twenty-five years. 

Our Government recognized the importance of this branch of the medical 
service in the army, and the better to meet these demands, it selected several] 
hundred of its medical officers to go to the different surgical centers and take in- 
tensive training along these special lines. Not only did our Government train 
its men in bone work, but it selected men to take special work in all the various 
branches of medicine and surgery. 

Here we received didactic, laboratory and clinical instruction from the most 
elementary up to the most complete technical detail of the world’s advancement 
in the science of medicine and surgery; possibilities which only the horrors of war 
had developed. It was our privilege to attend one of these army courses for three 
months last year. 

In this paper I wish to note some personal observations on fractures as seen 
especially in the army. 

The first is a fracture of the surgical neck and dislocation of the humerus at 
the shoulder joint. This fracture occurs below the tuberosities. Often there 
occurs much displacement of the fragments, and also great error of alinement. 
To have the alinement correct, we know to be of paramount importance in the 
treatment of all fractures. Should we allow the two fragments to unite at an angle 
to each other, or even with a rotational discrepancy, the working results of this 
limb will be about as true as a pair of wheels working on a twisted axle. Put these 
wheels on a straight axle and they will go round true. It matters none how many 
patches there may be in this axle so long as it does not interfere with any working 
part. Thus it is with a fractured limb. If the alinement is true, the line of pull 
or action of the muscles in relation to the joints will result in a good function. The 
fact that there may be local projections and irregularities makes no difference, so 
long as these irregularities do not interfere with nerves or muscles, or in the case 
of fracture close to a joint, do not result in a mechanical block to free movement 

From a clinical and radiographic examination of recent cases exhibiting 
deformity, we observe that the upper fragment is adducted by the muscles that 
are attached to the great tuberosity, and that this upper part is rotated outwards. 
Also we observe that the upper end of the lower fragment is drawn toward the body 
or trunk by the action of the pectoralis major, teres major, and lattissimus dorsi. 
All of which muscles are internal rotators as well as adductors. 

We notice also that this lower fragment is further pulled up by the action of 
the biceps and the deltoid against the inner aspect of the upper fragment, which 
increases the deformity. 

If we cannot put the upper fragment into line with the lower, we must put the 
lower into line with the upper. This fracture is more often of the surgical neck 
than of the anatomical. We realize that it is a most formidable condition to treat, 
since the functional result is many times not satisfactory to the surgeon or the 
patient. This luxation is most often of the anterior type. 

In addition to the above irregularities noted, we observe a limpness of the arm, 
abnormal mobility and crepitus. These all point to a diagnosis of fracture. We 
must not overlook the fact that the head is absent from the glenoid cavity. Hence 
we should never fail to examine the region immediately under the acromion. An 
X-ray is most necessary. We have learned that manipulation of the arm has no 
effect on the position of the head. 


*Read in Surgical Section, Annual Meeting, Muskogee, May 21, 1919 
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The ancient practice was to allow the bones to unite in situ, and later to at- 
tempt reduction. This usually gave a very poor result to the patient. 

We have developed only two lines of treatment: (a) Manipulation, (b) Open 
operation. 

(a) Manipulation carefully and correctly performed under general anesthesia 
often is successful. We may fix the patient with webbing straps and have an 
assistant extend and adduct up to the extreme limit of placing the arm parallel 
to the head. This movement puts the shaft of the humerus fully out of the way, 
and at the same time pulls the pectoralis major up out of the way. At the same 
time the surgeon with his fingers makes direct pressure on the displaced head, and 
thus he usually is able to roll it back into the glenoid cavity. 


Our next step is to reduce or place in proper alinement the fractured humerus. 
If we make traction on the arm in the action of humerus, gently adducting and 
rotating the arm outwards until we bring the arm at right angles to the body, or 
even directly upwards in a line or parallel with the head, we shall disengage the 
lower fragment from the inner side of the upper fragment. In which position we 
bring the line of traction of the pectoralis major, latissimus dorsi, and teres major 
in line with the action of the shaft, and hence these muscles no longer produce a 
lateral distorting action. 

With the assistant still extending the limb as above, with our hands we are 
able to perceive when the bones disengage. We then have the assistant relax 
his pulling on the limb, and at the same time we endeavor to guide the ends so 
that they unite end to end. After the ends have engaged, we can often press 
them together and make them lock sufficiently so that we can bring the arm down 
to the side slowly and gently, and with a pad in the axilla securely fix the arm to 
the body, at the same time bending the elbow to an angle of 45 degrees and sup- 
porting the wrist with a sling from the neck. We should perform these movements 
with gentleness and judgment lest we injure the nerves and vessels in this region. 

It has been our experience that when this manoeuver is successfully accom- 
plished the ends will nearly always remain correctly engaged, and all that is needed 
further is to wait for union and then gradually to begin active and passive move- 
ment. 

In two of these cases we had after reducing the head back into the glenoid 
cavity, we discovered that the line of fracture was such that the fragments would 
not lock properly, and therefore would disengage when the arms were brought 
down to the sides, so we had to fix these arms in the adducted position. In which 
adducted position we place the line of traction of the pectoralis and latissimus 
dorsi practically with the axis of the limb, and so these muscles will only pull the 
ends of the bone towards each other, instead of laterally, and in this position the 
fragments will usually not slip. We then swathed the whole arm, shoulder, and 
upper limb in one layer of cotton wool. We have found that it is best to roll up 
a whole length of cotton wool and put it on like a bandage. Over this we apply a 
plaster bandage to the arm and upper part of the chest, at the same time we rub 
it in firmly around the shoulder and axilla around the bony points of the elbow. 


Now one or two observations of the lower limb. 

The army recommended very extensively the use of the wire splints as ad- 
vocated by Sir Robert Jones, Inspector of Military Orthopedics in the British 
Army. In many cases the wire splints are all that could be asked, especially the 
adduction frame in fracture of the neck of the femur. But in most cases we are 
partial to the plaster splint. For when it is put on properly one can sleep with a 
clear conscience and know that the parts will stay where they were put. 

In all injuries of the femur above the small trochanter, any deformity or mal- 
union that very often occurs is determined to a great extent by the shape of the 
bone and direction of the pull of the muscles that cross the hip-joint. 

When one stands in the erect position, we see that the axis of the neck of 
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femur is inward, forward, and upward, and at the same time the shaft sweeps 
in a curve downward and slightly directed inward to the knee. 

When one stands with the feet two inches apart, a vertical line passing through 
the middle of the head of the femur passes down almost through the middle of 
the knee joint, and on down through the middle of the ankle joint. 

When there is a lesion about the neck of the femur, the muscular contraction 
tends to cause a diminution of the natural action of the neck of the shaft of the 
femur (a coxa-varoid deformity) and at the same time the adductor muscles tend 
to adduct the femur shaft. We have found out that the most effective way of 
obviating this oblique action of the muscles is to make extension in the adducted 
position. We have found that weight and pulley extension is very inefficient as 
a means in fixing fractures, for whenever the patient moves in the bed he alters 
the pull of the muscles that cross the site of the fracture, and at once this excites 
a reflex contraction which causes a disturbance of the fracture and starts up pains 
Therefore with the weight and pulley extension the muscles never come to rest. 

When we use fixed extension with counter extension from the tuberosity of 
the ischium of the same or the opposite side, muscular contraction and relaxation 
is impossible. Hence these muscles soon become quiescent when this method of 
extension is applied. 

This fracture of femur above the small trochanter can easily be diagnosed if 
the following points are taken into consideration: 1. If we grasp the trochanter 
major between the thumb and finger, we perceive that it is nearly always broader 
than its fellow. 2. If the fracture is an impacted one, the shortening is not great, 
but if it is free, this shortening may be one and a half inches or more. 3. We also 
notice that the trochanter rotates on a shortened radius. 4. We also usually 
observe some eversion. 

On being assigned as chief of surgical service in one of the U. S. Army general 
hospitals, I found a case of a simple comminuted, non-impacted fracture of the 
base of the neck of femur, already of eight weeks standing. This was put up in 
a Hodgen’s splint with a weight. Because the surgeon in charge of that ward was 
very partial to this method of treatment, we did not change it. Eight weeks after 
I first saw this case the fractured ends of the bone were found gliding on each 
other and there was one and a half inch shortening. We immediately ordered the 
patient got ready for the anesthetic the following morning and applied a plaster 
cast from the cartilage of the eighth rib to the proximal ends of the toes of the 
affected limb, with the hip joint extended and adducted to 45 degrees, the foot 
slightly rotated inward and dorsiflexed to a right angle with the leg. Two weeks 
after we applied this cast patient was walking with a crutch. This cast was kept 
on exactly eight weeks, and the day it was removed the patient got up and walked 
without any crutch. There was absolutely no shortening in this case. 

We used to dread the treating of a Pott’s fracture with the old Dupuytren’s 
splint. 

This fracture should be reduced at once regardless of swelling or bruising, 
and after the swelling has subsided apply a plaster case, whether simple or compound 
fracture, with the foot dorsiflexed to a right angle or more and inverted, or in the 
varus position. We apply the plaster cast from about the middle of the femur to 
proximal end of toes, and we know that the parts will stay in this position. The 
patient gets up on crutches, often in a few days, and in simple fracture, after two 
to three weeks, we allow him to begin to walk on this foot. We like to keep the 
foot and leg in the cast six weeks and when we remove the cast the boot of the 
patient should be modified so as to keep the foot slightly in the varus position for 
several weeks. 

In this paper we have observed only some of the fractures that should easily 
be handled by the general practitioner. 

In using plaster casts we advise to get a good plaster-of-paris in the bulk, and 
to make up your own plaster bandages. These will last and be serviceable for 

an indefinite length of time, and use cold water and no salt. 
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TREATMENT OF OPEN WOUNDS.* 


M. E. Srout, M. D 
SURGEON TO WESLEY HOSPITAL, OKLAHOMA CITY. 
FORMERLY CAPTAIN AND ASSISTANT CHIEF, SURGICAL SERVICE, U. 8. ARMY BASE HOSPITAL, 


FT. SAM HOUSTON, TEXAS, AND SURGEON TO MOBILE HOSPITAL, 
UNIT 100, A. F F 


There has been so much said and written relative to the case of open wounds, 
within the past few years, that one hesitates to renew the subject, but since the 
treatment has been completely revolutionized, we feel that it may be worth con- 
sidering. 

It has only been a short time since we were taught to deluge all wounds with 
tincture of iodin, make ample provision for drainage, and repair the severed 
structures, which constitute the entire treatment; but now, as much as we think 
of iodin we no longer depend on it to sterilize a mass of devitalized tissue, in 
fact we feel that its application direct to an open wound only adds to the devitaliza- 
tion of the cells, and that its antiseptic value in this role is nil. Nor do we believe 
that there is any other known chemical that we can look to as being of any great 
value in the treatment of open wounds. How, then, shall we proceed with them? 
One of the great lessons the war has taught us is to make use of mechanical steriliza- 
tions. An open wound is covered over with sterile gauze until the patient can be 
undressed and the surrounding tissue cleansed, the neighboring field is then steriliz- 
ed with iodin, being careful not to allow anything to come in contact with the wound. 
The patient is then anesthetized and all the devitalized tissue is excised, being 
careful not to encroach upon the healthy tissue, but also using care that no scraps 
of devitalized tissue are left. This done, the wound is closed by direct suture 
without drainage. It is then dressed with dry gauze, the parts are immobilized 
and the pain is controlled with morphin. 

This all sounds simple enough, but there are many things to consider in con- 
nection with these cases. First, the general condition of the patient. If he is in 
shock he should be put to bed at once, and treated for this until he has thoroughly 
reacted, without giving the wound any consideration, more than to inspect it for 
hemorrhage and to protect it with dry sterile gauze. _ No patient should be operated 
during shock under any consideration, except in the case of hemorrhage, which 
should be controlled in the most simple way and the patient given a chance to 
react before any other work is undertaken. It is the consensus of opinion that an 
injury case should never be operated upon when the pulse is above 120, a pulse of 
100 giving one a much wider margin of safety. 

When is the best time to operate? The earlier the better; from six to eighteen 
hours from the time of injury is the ideal time. But there is ample evidence to 
justify one to practice this method of mechanical sterilization and direct suture up 
to 36 hours from the time of injury. After this, it is better to clean the wound out 
as we have described, pack it with dry gauze and defer the suturing for four or five 
days, until we can determine whether suppuration is going to take place. At the 
end of this time the packing is removed and if the wound is clean it is then sutured. 
Some surgeons prefer this method of delayed suturing in all wounds, but the con- 
sensus of opinion favors primary suture except in cases seen late, or where the 
general condition renders delay advisable. When the packing is removed, should 
the wound show signs of infection it should then be treated as an open infected 
wound by the Carrel-Dakin method, or some modification of it. We prefer to use 
a solution of hyclorite, which is put out by the Hyclorite Laboratory, Madison, 
Wis., as it is more stable. And instead of the continuous drop we simply place 
the perforated tubes at the bottom of the wound and pack our gauze around them 
as described by Carrel, and inject five to ten c.c.’s of this solution through each 
tube every hour or so with an ordinary Luer syringe which eliminates a lot of 


*Read in Surgical Section, Annual Meeting, Muskogee, May 21, 1919. 
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bunglesome apparatus, and has proven to be just as efficacious and far more 


practical to use. 


WOUNDS WHICH REQUIRE SPECIAL CONSIDERATION ON 
ACCOUNT OF THE STRUCTURES INVOLVED. 


There are also many wounds which require special consideration on account of 
the structures involved. First, injury to large blood vessels may ng > up the 


question of amputating the limb on account of deficient blood supply, but we are 
seldom justified in doing this until ample time has elapsed to assure us of the 
necessity, as there is nothing lost by waiting, and often we are very agreeably sur- 
prised by doing so. Second, we should examine every patient with a view of 
determining any nerve injury by having them flex, extend and rotate the limb. 
for, if a nerve is severed it should be sutured during the process of primary repair, 
and the same is true of muscles and tendons. 

Open wounds communicating with the spinal cord are rare, but when they do 
occur they are of the gravest character and should have careful consideration, 
The patient should be placed on his face, anesthetized, and the wound cleansed 
as before described, all spicules of fractured bone and any foreign body should be 
removed and the wound closed by primary suture, but it is useless to attempt 
suture of the cord itself, as it only adds to the trauma without favoring a func tional 
or anatomical recovery. 

Scalp wounds with fracture complicating are among the common types of 
injury frequently met with in every day life, and I regret to say that they are often 
mismanaged. The hair surrounding the wound should be removed by clippers 
or scissors, which is easier and better than shaving. The scalp wound should be 
cleansed by mechanical sterilization and in every wound of the head, the bone 
should be carefully palpated for fracture by inserting a small pointed instrument 
through the wound and searching in every direction for roughened and irregular 
areas, and if we are not thoroughly satisfied with this the wound should be freely 
enlarged if need be, and the edges retracted until the question of fracture can be 
definitely settled. Particular attention is called to this for it has recently been my 
lot to reopen two such wounds on account of depressed fracture that has been over- 
looked. One cannot depend on the symptoms of pressure as outlined in our text- 
books, for shock will often counteract the effect on the pulse in the early stages, 
and many times the focal symptoms are entirely absent. When fracture is present 
it should be elevated and the wound closed by primary suture. Perforated wounds 
involving brain substance should be treated in the same way. 

Wounds communicating with compound fractures should be cleaned in the 
same way, enlarging the original opening when necessary. The fragments are 
then brought in apposition and the wound closed, without drainage. A _ plaster 
cast is then applied. But one should never neglect to split the cast so that it may be 
pried apart for swelling. It is not wise to introduce foreign materials such as screws, 
nails, or Lane plates, in a compound fracture, or to attempt any radical bone opera- 
tion at this time. It is better to depend on external appliances even with a view 
of doing a secondary operation at a later stage. 

Wounds communicating with joints should be handled on the same general 
plan. It is better to enlarge the original opening, when it is required, rather 
than to work through a small incision. The interior of a joint cavity should be 
carefully inspected and all foreign bodies removed. Blood clots should be cleaned 
out and any spicules of bone present should be removed. The capsule should 
then be carefully sutured and the wound closed without drainage. The joint should 
be immobilized preferably by a split cast, or plaster splints, but these should be 
removed as soon as healing is assured, which is usually in from two to three weeks. 
and gentle passive motion and massage practiced, which is ordinarily best done 
by the patient himself under the supervision of a surgeon. 


Wounds communicating with the bladder should be mechanically sterilized 
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and the bladder wall sutured with two layers of fine chromic catgut, and the wound 
closed primarily, except in these cases we prefer to place a small cigarett drain 
down to the bladder wall to prevent extravasation in case of a leak, but we do not 
believe in the use of retention catheters so widely practiced. The patient will 
usually void, and if he does not, he can be catheterized every eight hours with much 
less trauma or danger of infection than the retention catheter produces. 

Wounds communicating with the abdominal cavity may or may not involve 
the viscera, but whether they do, or do not, no one can say until sufficient time has 
elapsed to materially reduce the prospects of recovery in those that have involve- 
ment. Knowing this, we should make haste then to explore every belly that has 
been perforated by an external wound, and search for perforated viscera, which 
must be dealt with according to the extent of the injury, remembering as a general 
rule that there is much less danger in suturing a number of small perforations than 
a resection, but one must not hesitate to do the latter when it is clearly indicated. 
But, in cases in poor general condition from loss of blood or shock, one can bring 
the damaged loop up and stitch it to the abdominal wall, thus making an artificial 
anus, and postponing the resection until the patient is in better condition. This 
is especially applicable where the injury is confined to a loop in the lower part of 
the bowel. I am sure that many lives can, and have been saved, by resorting to 
this method. Here, we have not the courage to close without drainage. We feel 
much safer with a tube drain in the lower abdomen through a stab wound or the 
lower angle of our incision if it extends low enough, and I should have mentioned 
that we prefer to go through the original wound, after it has been cleansed by the 
mechanical process if it gives good access to the belly, otherwise make a new incision 
leaving the original wound to be cared for after the exploration is completed. 
These patients are put to bed in the Fowler position with continuous proctoclysis 
by the drop method, and are given morphin freely to control pain and peristalsis. 
Injuries to the solid organs of the abdomen usually take care of themselves and 
are often better left undisturbed, or simply packed with a little gauze to control 
the hemorrhage. 

WOUNDS COMMUNICATING WITH THE CHEST 

It is here that the war has taught us another great lesson, and that is that we 
can open the chest cavity with the same degree of safety as that of the abdomen. 
In these cases, except possibly in clean bullet or stab wounds without any signs 
of hemorrhage, we think that our patient is insured of a much better ultimate 
recovery if we open the chest wide by resecting eight or ten inches of a rib, and ex- 
ploring the lung for points of hemorrhage or foreign bodies, which can be safely 
removed, as has been proved by Devall and Monyhan, and substantiated by many 
other men doing war surgery. But we do not remove them, simply for the reason 
that it has been demonstrated that it can be done, but, it has also been shown 
that practically all of them produce abscess formation, thus greatly endangering 
the life of the patient when they are not removed. Before closing, the pleural 
cavity should be sponged clean of all blood clots, any spicules of fractured ribs 
removed, and the wound closed without drainage by the layer method, that is, 
the pleural should be sutured separately, then the muscles, and finally the skin 
In selecting the point of entrance, it is better to go through the wound of injury, 
when this is located so that it gives free access to the chest cavity, otherwise a 
clean incision is made, leaving the suturing of the wound until the operation is 
completed just as in the abdomen. The fifth, sixth, or seventh rib at the anterior 
axillary line is the point of election. 

AFTER CARE OF WOUNDsS. 

It would be neglecting an important part of this subject, should I not say 

that by this means of treatment we only get primary union in about eighty per 


cent., and, to discuss the care of those cases in which we fail. The wounds are not 
disturbed for three or four days, and in those cases where the temperature and pain 
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subsides it is not necessary to disturb it at this time, so long as the dressings are 
not soiled, but, though we pay little attention to the temperature for the first three 
or four days, even though it runs up to 102 or more, if it does not begin to subside 
at the end of this time, trouble is suspicioned and the wound is inspected daily 
But, pain is a more definite symptom than fever, and, if it does not undergo gradual 
improvement, but instead becomes a little worse each day, we may be fairly certain 
that pus is developing) However, if the temperature is not running high, and the 
patient’s general condition is good, no more is done than to clip a stitch or two at 
the point of greatest tenderness, and wait a day so for it to seek the place of 
least resistance, then if it does not come through and the symptoms of fever and 
pain continue, a small forceps is slipped through the line of incision, to open upa 
small drain. But, instead of this mild course, which is usually seen, if the tempera- 
ture continues to climb, the pain remains severe, and the patient begins to show 
signs of sepsis, by an increase in the pulse, slight perspiration, and an anxious 
expression, it may be known that we are dealing with a severe infection. In these 
cases it is better to remove all the stitches, lay the wound wide open, insert the 
Dakin tubes with pack and begin the modified Carrel-Dakin treatment, as has 
been briefly outlined above. By this procedure many of these wounds will clear 
up so that they may be again sutured after they are free from infection, thus con- 
serving time. 

There is another broad classification of wounds, and that is chronic open 
wounds, which I will not consider at this time; space will not permit; but, there are 
a few things that I wish to emphasize relative to the care of acute wounds; first, 
not as a part of the treatment per se, but a thing that the attending surgeon should 
look after, and that is that every wounded patient should have an immunizing 
dose of tetanus serum. Next, the wound should have enforced rest and the pain 
controlled, and I also wish to impress you with the fact that this is the crucial test 
of technical surgery. We have virulent pathogenic germs present, and the tissues 
are already devitalized from the trauma done them, and should be handled with 
the utmost gentleness. All operative measures should be done with the tips of 
instruments, and not with our hands. We should wear gloves and pride ourselves 
in not soiling them, or in other words, we should practice keeping hands out. 

It is far better to delay all treatment of a wound other than protecting it by 
sterile gauze, until the patient can be transferred to a hospital or a suitable place, 
than to attempt to care for it before we are fully prepared. 


Discussion. 


Dr. W. H. Livermore, Chickasha: I think it is one of the greatest lessons 
ve have learned from the war. First, leaving these wounds until we are prepared 
to take care of them. If we undertake to care for them before we are prepared to 
do so, it is much worse than if we did nothing at all with them. The next thing is 
the removal of the devitalized tissue—cleaning that out. I think this war has 
impressed these things upon us more than anything else. Living tissue will take 
care of itself. Infection is the thing we should bear in mind in treating these 
wounds and clean out dead tissue. 


Dr. F. M. Sanger, Oklahoma City: I want to emphasize one thing that the 
doctor said, and that is, cleaning these wounds after primary treatment and re- 
moving all foreign matter or diseased or bruised tissue. After giving them proper 
treatment, leave them alone—treat them with dry dressing as much as we possibly 
can. We found this was far better than the open treatment and using antiseptic 
solution. 


Beware the much advertised “sure cure” for disease, warns the United States Public Health Ser- 
vie While experimenting, the disease oft n gets beyond the point whe re it can be « ure d by ac mpe tent 
physician 
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CESAREAN SECTION.* 
\. C. Hirsurietp, M. D 


OKLAHOMA CITY, OKLA 


Introduction: ‘This subject may appear somewhat trite and rather old to 
some present, but the business of having babies is somewhat of an ancient institu 
tion itself, and so long as women have babies, so long should we direct our energies 
toward the amelioration of the suffering of the mother and strive to reduce to 
nothing if possible, maternal and infant mortality and morbidity 


Historical: Cesarean section is one of the oldest operations known to surgery, 
so old in fact that there is considerable doubt as to when and by whom the first 
operation was done. As is well known, postmortem cesarean section is almost as 
old as the human race, evidently preceding the age of any literature, as the subject 
is not only contained in the myths and folk-lore of ancient races, but is discussed 
on the stones of paleontological discovery in the ruins of Egypt. As early as 
715 B. C., there is a Roman law commanding the removal of the child before burial 
of the mother. 

Cesarean section on the living, however, is of much more recent date. While 
Trautman’s case in 1610 was the first duly recorded and generally accepted one, 
there were unquestionably such operations done sporadically throughout Europe 
during the century preceding. About 1500, or eight years after the discovery of 
America, a Swiss swine gelder is said to have successfully delivered his own wife 
by laparotomy after all the midwives and barbers of the countryside had failed. 
From this time until about two decades prior to the beginning of the present 
century, the operation grew in popularity but still with a frightful mortality, 
which ranged from fifty to one hundred per cent. in different groups of collected 
cases. This mortality was due to utter lack of antisepsis as well as to the fact 
that the uterine incision was not sutured. In 1877, Porro, to avoid this almost 
total mortality, advised the supra-vaginal amputation of the uterus after delivery 
of the child. This operation, still popular in infected cases, bade fair to replace 
the conservative operation until Sanger in 1882 put it on a sound basis by his clas- 
sical paper, which included among other details an extreme antisepsis and careful 
suture of the uterus incision 


Varieties of Operation: While the word cesarean section applies strictly to 
an abdominal operation, this paper would not be complete without mention of 
the so-called vaginal cesarean section, properly called vaginal hysterotomy. This 
vaginal operation is gaining in popularity and is an ideal procedure in cases or erated 
upon some weeks before term, except of course in cases of contracted pelvis. But for 
an operative delivery from the time of viability to the end of the ninth lunar month, 
in cases of eclampsia and other toxemias, and abruptio placentae, the vaginal 
hysterotomy is the operation par excellence. There is but one technical difficulty 
in this operation, and that is the care necessary to protect the bladder, but to the 
careful man this is but a slight objection. The writer has seen two cases of al 
ruptio placentae successfully delivered by vaginal hysterotomy at full term, but 
does not recommend it. The very apparent objection to this operation at term 
is that the operator, after incising the uterus, faces the delivery of a full term fetus 
by forceps or version, which may be anything but easy, especially in primipara. 

The abdominal operation em! races three different methods: namely, the extra- 
peritoneal, including the so-called trans-peritoneal; the Porro-cesarean; and the 
classical or conservative operation, with its three subdivisions, the low, medium, 
and high operations depending on the relation the incision bears to the umbilicus, 
the median and high incisions being now used almost to the exclusion of the low, 
on account of the danger of adhesions Letween the fundus and the abdominal wall 
in the low incision. 


*Read in Section on Pediatrics and Obstetr'cs. Annual Meeting, Muskogee, May, 1919 
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The extra-peritoneal and trans-peritoneal techniques have for their object 
the avoidance of soiling the peritoneal cavity and are ideal in their aims, though 
quite time-consuming and technically difficult. 

The Porro operation is radical and shocking and should not be done except 
in definitely infected cases. The classical operation with the median or high in 
cision is simple and, when done early, comparatively safe and is the operation of 
choice in all cases of cesarean section at term except in neglected and mismanaged 
cases. It is generally contra-indicated in cases where there has been meddlesome 
interference. 


Indications: In speaking of indications, we are accustomed to the phrases 
“absolute and relative indications,” but relative indications, so-called, are respon- 
sible for the majority of cesarean sections in the present era. An absolute indica- 
tion is that in which the maternal pelvis is so narrowed that it is obvious, even 
without a trial labor, that a living child cannot be delivered “per via naturales.” 
This condition is comparatively rare, especially in this section of the country, 
where our women are, as a rule, well fed and well developed. Osteomalacia is 
unknown out here, and rachitis to the extent that it deforms the pelvis is quite 
rare. Therefore, if we wait for the absolute indications for a cesarean, we shall 
do about one to a lifetime; but at the same time will overlook many opportunities 
to save babies and prevent mothers from going through exhausting and agonizing 
labors, the outcome of which is always in doubt. 

It is interesting to note the gradual change of opinion and extension of the 
absolute indication that authorities are expressing. In the earlier papers and texts 
which we have seen, the absolute indication is given as a pelvis with a conjugata 
vera of 6.5m. Asa medical student some twelve vears ago, we were taught that 
a true conjugate of 7.5 cm. was an absolute indication for a cesarean section. We 
now note that present day texts give 8 cm. as the dead line and some of the more 
progressive men 8.5 cm., presupposing of course a fetus of normal or average size. 
This of course under the assumption that a living child is a desideratum, for we hold 
no brief for those who disregard the child in an effort to save the mother, and feel 
that a man who habitually follows this creed is no more than a mid-wife. Of 
course, if the child is already dead, or moribund, that is a different story, as also 
in the case of monstrosities. There are rare occasions, perhaps, when it is necessary 
to do a craniotomy on a living child, but such cases should be rare indeed, and 
can be avoided without exception if the mother is given a careful examination either 
ante-partum, or early in labor. And we wish also to emphasize the fact that 
even a craniotomy is not without considerable risk to the mother, expecially in 
view of the fact that the mother has generally gone through a long exhausting labor 
by the time this procedure is resorted to. At the New York Lying-In Hospital, 
where annually some six or seven thousand pregnant women are given careful 
ante-partum measurements, any case with a true conjugate of less than 10 cm. 
is considered a possible case for section. Such cases are given closely observed 
trial labors and if the head does not engage in ten or twelve hours of moderaiel) 
strong contractions, a conservative cesarean section is resorted to, and I am satisfied 
that this apparent radicalism in these border-line cases is responsible for a great 
saving in maternal.and infant mortality and morbidity. The writer believes that 
the percentage of morbidity following a delivery should be as much a criterion of 
its results as the mortality column. Even though a given procedure results in a 
living mother and babe, the case can hardly be called successful if the mother is 
left an invalid, or the babe a weakling, or both. 

In making a plea for more abdominal deliveries of these border-line cases, tt 
may be pointed out that high forceps deliveries will ke found to be a much more 
formidable undertaking if one follows up his cases and observes the life and health 
of both patients afterward. The pediatrician and psychoneurologist both tell 
us of the baneful after-effects of high forceps. 

We have found internal podalic version a much safer and wasier operation than 
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high forceps, even in cases of slight contraction at the brim, yet this can not be 
done safely later than a few hours after rupture of the membranes, and very often 
a contraction ring is a bar to this procedure. In one of our cases reported here, 
in view of the unfavorable surroundings for a section, a version was attempted 
but abandoned on account of a dense Bandl’s ring. On the other hand, the version 
may be easy but there is high infant mortality attached to the breech extraction in 
primipara. We have lost but two children from cause directly attributable to 
the delivery and they have both been in breech extractions in primipara. Both 
babies might have been saved by early section, without greatly adding to the 
maternal risk. One case occurred down on the Mexican border where there was 
no hospital available. This woman, an elderly primipara, had been in labor some 
twenty-four hours without engagement of the fetal head. The family physician 
had made several attempts to deliver by the pituitrin method, and the family 
insisted that the method of delivery offering the mother the most ease be followed. 
Under the circumstances, and as the uterus was still in good condition, a version 
was done, but the breech extraction could not be done rapidly enough to save a large 
male baby. 

The other was a breech case occurring early in our professional life and which 
was not diagnosticated until late in labor. This was a very large male baby with 
a small primiparous mother. So much time was consumed in extracting the after- 
coming head that the baby was lost. The mother had a rather extensive second 
degree laceration which was repaired successfully, but her convalescence was rather 
slow, due no doubt to the physical and mental shock in the case. An early cesarean 
in this case would certainly have been better. While I shall probably be severely 
criticised as a radical, I believe that a primiparous breech presentaion with a 
large child should be seriously considered as a possible indication for an elective 
cesarean section. This certainly gives the baby a much better chance, and with 
an early operation with careful technique, I doubt if there is any greater risk to 
the mother than with a hard breech extraction with its inevitable severe laceration 
and the train of symptoms following such a condition. 

Regardless of measurements, any case showing disproportion between pas- 
senger and passages in which the head does not engage after a moderate trial of 
labor, should be carefully considered with a view to elective section. It must be 
left to the conscience and good judgment of the obstetrician whether to do an early 
laparotomy when mother and baby are in prime condition or wait till complete 
dilatation has taken place with possible exhaustion of both patients, and attempt 
to deliver by version or high forces, with a possibility of finally having to resort 
to a craniotomy, an extra-peritoneal or Porro-cesarean. These border-line cases 
require a greater degree of clear obstetric judgment than is required of surgical 
skill in doing the operation. 


While pelvic and fetal disproportions are the chief indications for the operation 
under discussion, they are by no means the sole ones; for with the surgical perfection 
of this procedure, there is a rapidly enlarging field for its usefulness. Passing 
rapidly such very unusual indications as stenosis of cervix, obstructing tumors 
and other occasional causes of dystocia, the principal indications remaining are 
placenta praevia, abruptio placentae at or near term, and eclampsia at or near term. 

The question of placenta praevia as an indication for cesarean section has 
been long and hotly argued, ;ro and con. The question largely resolves itself in 
the location of the placenta and the condition of the cervix. In central or margian! 
placenta praevia with but little dilatation, delivery by section offers the best chance 
to mother and baby. If the cervix is pretty well dilated or dilatable, a Braxton- 
Hicks version is safer to the mother, but usually loses the child on account of the 
delay and interference with the circulation. But here again it is as much a question 
of what to do, as how to do it. 

In premature separation of the placenta, at or near term, the adbominal 
delivery is proper, provided the case is seen while the mother and baby are both in 
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good condition Should the cervix be dilated or dilatable, a rapid forceps extraction 
or version would probably be safer. 

\s to cesarean section in eclampsia we have another much debated question, 
but with the antis in the majority at the present. The chief objection to this 
procedure in eclamy sia is that the baby is so toxic that it usually does not survive, 
even though born alive. The mother is a poor operative risk, but probably stands 
laparotomy about as well as any other procedure under an anesthetic. If seen 
before term, or in cases of small and easily extractible child, the vaginal hysterotomy 
is the delivery of choice. But in eclampsia at term we believe that the morphin 
treatment as practised in the Dublin Rotunda shows the best results and is com- 
mended by its conservatism. 

No better closing sentence can be found than that of Judd, who says, ‘The 
mortality of cesarean section is not due to the operation, but to the condition in 


which the patient is found 
CASE REPORTS. 


The following cases are reported because they were all border-line cases and 
all for somewhat different indications. The first two were cases in which other 
methods of delivery might have succeeded, but were not attempted, as the section 
done early seemed to offer the best result to mother and child. The results justified 
the conclusions. The third case I am not so proud of, though both mother and 
child were saved. But it was a typical neglected and mismanaged case and has 
more of a lesson than the first two 


Case No. 1. Mrs. E. H. M., primipara, age 23. This patient had normal 
pelvic measurements except for a somewhat reduced external conjugate (18.5 cm. 
Her conjugata vera was 10 cm., but the sacral promontory was suspiciously sharp 
in its projection. This case went into labor April 25, 1918, and after twelve hours 
of good strong contractions had made no progress. A cesarean section was advised 
as the safest procedure. Consultation was requested and Dr. W. M. Taylor saw 
the patient. He expressed the opinion that she would not deliver herself and that 
it would be a difficult version and a very hard pull for high forceps. The cervix 
was still incompletely dilated and the membranes intact. The conditions were 
ideal for a cesarean, as she had been examined only three times and then with care- 
ful asepsis. The operation was done under ether, assisted by Drs. Harbison and 
Taylor. With the beginning of the anesthetic, 30 minims of aseptic ergot was 
injected intra-muscularly, and at the beginning of the operation one ampoule of 
pituitrin was given hypodermatically. A four-inch incision was made one inch 
to the left of the umbilicus with the center of the incision on a line with the um- 
bilicus. The viscera were well walled off with hot sponges and the uterus was punc- 
tured with a knife and the incision extended to about four and a half inches. The 
placenta was found to be implanted at the site of incision, and there was for this 
reason considerable hemorrhage, as we had to tear right through the placenta 
The child was delivered by breech extraction and turned over to Dr. Taylor for 
resuscitation. The placenta and membranes were carefully stripped from the 
uterine mucosa, and the uterine cavity swept clean with gauze. The uterus was 
closed by three layers of catgut, two in the muscle and a Lembert approximating 
the peritoneal investment. Fifteen minims of ergot was administered hypoderm- 
atically every four hours for 24 hours. 

Recovery was uneventful, the incision healed by first intention, and the patients 
left the hospital on the eighth day. Both have been quite well, except for the in- 
fluenza to date now thirteen months from date of operation. 

Case No. 2. May 17, 1918. Mrs. J. T., primipara, age 36. Measurements 
normal. This woman was a paralytic, having a left sided hemiplegia since child- 
hood. The uterus contracted unilaterally, the left half showing very little con- 
traction. After 24 hours of weak pains and 24 hours of moderately strong con- 
tractions, the head was still unengaged and the cervix only four fingers dilated, 
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but a moderate contraction ring had developed. The patient and all her family 
were very anxious for a live baby, and an elective cesarean section was done as offer- 
ing the best chances. The same technique as above was used, and the patient and 
her nine-pound baby boy left the hospital on the seventh day. Recovery was 
absolutely uneventful and without even a degree of temperature at any time 


Case No. 3. Irma, primipara, age 20. This case was attended by two of our 
senior medical students. After they had been in attendance six or eight hours 
and the patient had made no progress, I was called. This case had had an ante- 
partum examination but the students making it had been unable to make out 
the sacral promontory. The external measurements were practically normal, 
and the internal conjugate could not be obtained on account of the position of 
the head which, though not engaged, was wedged into the pelvis. This case looked 
as though the head was coming through, and as the cervix was only one finger plus, 
the writer left the case with the instructions to the students to restrict their examina 
tions and report if the case was not off in eight hours. However, through some 
misunderstanding, they left the case without reporting, and I discovered the next 
day, from another pair of students, that the case was not off. I went out on the 
next car and found that the girl had made no progress. The cervix was now com 
pletely dilated and the membranes had just ruptured. I remarked to the students 
that the case was one for cesarean section, but as the case was out in the country, 
four miles from pavement and one mile from the interurban with roads impassahly 
muddy, it was next to impossible to get the patient into a hospital. Examination 
under ether showed a large hard head wedged in the pelvic brim but the parietal 
bones had not passed the brim. A version was considered, but on account of the 
thickest contraction ring we have ever seen around the neck of the child, the hand 
could not reach the feet, even if a foot could have been grasped, we doubt very 
much if the Bandl’s ring would have permitted turning of the child. Very much 
force was out of the question on account of danger of rupture of the uterus. The 
axis traction forceps were then applied, but several moderate tractions failed to 
budge the head. This was due to the slight disproportion between the head and 
the brim and chiefly, I think, to the very tight contraction ring around the neck 
And with the danger of a ruptured uterus, we laid the forceps aside as too dangerous 
This left us with our backs to the wall, facing either a craniotomy and embryotomy 
on a living child, which strange to say, was still in good condition, or a cesarean 
section on a mother not in very good condition. Knowing that the mutilating 
operation would not be without risk to the mother, and due to certain social 
features of the case, the section was decided upon with the girl’s consent. Getting 
Dr. Harbison and a nurse from town, we operated late that evening, following the 
above technique. We should have removed the uterus, but were afraid to do it, 
under the unfavorable operating conditions. A fine nine and a half pound baby 
was delivered and is well today. The mother was inflected and made a slow 
recovery, with a sinus, no doubt from the uterus, draining pus for several weeks 
The uterus apparently became adherent to the abdominal wall. When last seen, 
about two months after operation, the mother was feeling very well, though not 
yet strong and still rather pale. She may yet have trouble from the adhesions, 
and may have to undergo a laparotomy at some future date. | While this is not a 
commendable result in this case, we might have had a similar result or worse from 
any other form of delivery under the circumstances. The girl should yet be able 
to pursue a life of usefulness, and we have given the world a strong healthy baby, 
which could not have been done by any save an abdominal delivery. 


“Watch vour Step” is a fine slogan to be observed in buying shoes, savs the United States Public 
, 
Health Service Get them large enough. built on sensible lines and most of vour corns and bunions 
will disappear 


Walking “Indian Fashion,” that is, with the feet pointed straight to the front, instead of at the 
customary angle, has been found to be good for weak arches, says the United States Public Health 
Service 
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THORACOPAGUS—REPORT OF CASE. 


J. A. Smita, M. D 


MC ALESTER, OKLAHOMA 


The mother, a colored woman, age 28. Mother of one living child, history 
of two miscarriages at seven months; last miscarriage was in October, 1918, while 
she was very low with double pneumonia complicating “flu.” She was rather large 
and always in good health, except as above stated. 

I first saw her in this case about eleven o'clock on the night of October 12, 1919. 
She stated that it was time for her confinement, that the waters had broken about 
36 hours previous, and that she had been having labor pains about six hours. 

















Examination: The uterus was high in the abdomen, cervix partially dilated, 
impossible to determine presentation at this time. Pains continued regular and 
normal until 3 a. m.; cervix was fully dilated but still very high and hard to feel, 
but I could make out one foot and one knee presenting. I advised that we had 
trouble and asked for help. Dr. Ramsey was called and anesthetized her. While 
attempting to bring the other foot down and the patient thoroughly anesthetized, 
I encountered the most intense hour-glass contraction of the uterus I have ever 
come in contact with. After considerable work I was able to bring the other foot 
down, but we were still unable to deliver the child that was presenting. Although 
we had discovered that there were twins, and that it was not a case of locked heads, 
on account of the persistent hour-glass contraction of the uterus we could not feel 
them out well enough to tell that they were united. After seeing that we could 
not deliver in the natural way, we moved her to the hospital and immediately did 
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a cesarean section. On opening the uterus we had to go through the placenta, as 
it was on the anterior part of the uterus, and lost considerable amount of blood 
After opening the uterus we first delivered the placenta and then to our surprise 
we lifted out a thoracopagus or united twins, which were dead. We closed the 
uterus and abdomen immediately and put her to bed in a fairly good condition 
Late in the afternoon she developed an acute gastric dilitation which caused her 
death at 1:30 that night. 

Both of the children were well developed, the same size and all measurements 
exactly the same. They showed to be full term babies. The two weighed eight 
pounds, but they had been in alcoho! for some time before being weighed, which 
I think reduced their weight considerably. Their measurements were as follows: 
length, 17 in., circumference of heads 12 in., legs 74 in., arms 7 in., around the chest 
of the two 16 in. They were both females and appeared to be perfectly normal 
in every way except that they were united. 


PROCEEDINGS OF THE ST. ANTHONY CLINICAL SOCIETY. 


Dr. Le Roy Lona, President. Dr. Leia ANDREWs, Secretary 


Deatu Reports. 
Dr. L. J..Moorman. General Se ptice mia due to staphylococcus infection 


Mr. B., age 59, occupation farmer. Chief complaints: (1) Boils, (2) Retention 

of urine, (3) Cough with bloody purulent sputum, (4) Rapid loss of strength, and, 
5) High fever with chilly sensations. 

The boils started about five weeks ago on his left shoulder and in his left 
axilla. Three weeks after this he developed purulent urine and had to be cath- 
eterized once or twice a day. About one week later he began to cough and after 
three days coughing he said something “broke loose” in his lungs and he expec- 
torated dark purulent material. 

Examination of his chest revealed limited expansion on both sides, dulness 
over interscapular region extending to the right base posteriorly and the right apex 
anteriorly. Loud pleuritic friction sounds were heard at the right base posteriorly 


Fluoroscopic examination showed what appeared to be an abscess cavity in 
the right lung about the sixth to seventh interspace posteriorly, with extensive 
consolidation around it. Diaphragm not limited. No demonstrable fluid present. 

About the same was demonstrated by the x-ray plate. The right apex was 
obliterated. There was a density suggestive of abscess about the sixth to seventh 
interspace posteriorly. There was general mottling throughout the entire chest 
The left chest showed heavy hilus tracings with a few calcified tubercles throughout 
the entire left chest. Right and left diaphragm negative. 

Blood count. R. B. C. 2,980,000, Hgb. 65, W. B. C. 20,000, Poly’s. 80, 
Lymph’s. 19, T. 1. The blood picture did not change much during the course of 
the disease. 

The urine was acid, specific gravity 1,020 with many pus cells. Culture showed 
the predominating organism to be staphylococcus. 

Repeated sputum examinations showed the predominating organism to be 
staphylococcus. Many pus cells and a few lymphocytes were present but no elastic 
fibers and no T. B. were found. 

Repeated blood cultures showed staphylococcus in both series of flasks and 
no other organism present. The boils were then cultured and the same organism 
demonstrated. 

During the time the patient was in the hospital the left lung became involved, 
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showing much impairment of resonance and numerous medium and large bubbling 
rales. 

He was catherterized twice a day, irrigations of AgNO, 1-500 followed with 
boric acid solution being used. His bladder irritation finally cleared up and he was 
able to pass his urine, but microscopic examination showed pus cells present 

The patient rapidly grew weaker and the cough was almost constant with the 
expectoration of large quantities of sanguino-purulent sputum of a very bad odor 
On the twelfth day after admission he developed a stupor and profuse sweat and 
died. The cause of death was general septicemia due to staphylococcus infection 
with multiple abscesses predominating in the lungs. 

Autopsy Report. | will only report the part that shows the greatest pathology 
Chest. Right lung: Weight 820 gm. The cavity contained 875 c.c. of thick 
sanguinopurulent material. The parietal and visceral pleura were connected 
to each other by recent adhesions. The posterior one-third and the apex of the 
upper lobe were involved in a necrotic process. In the apex was a large cavity, 
the walls of which were composed of the thickened visceral pleura. Cut surface 
showed this to be a large abscess. The middle lobe crepitant throughout. Inter- 
lobar fissures obliterated by adhesions. 

The lower lobe contained an area of crepitant lung about the size of ane 
orange. The remainder of the lobe was irregularly consolidated. Cut surfac- 
showed one large abscess cavity at the base and numerous small abscesses through 
out 

Left Lung. Weight 660 gm. Not collapsed. Recent adhesions of parietal 
and visceral pleura. Surface irregular with dark areas. Marked hypostasis 
posteriorly. Cut surface disclosed multiple abscess formations 

There was a large cavity containing pus in the posterior surface of the liver 
Both kidneys contained abscess cavities. The bladder was not inflamed. (The 
multiple abscesses in the kidneys explain the repeated findings of pus in the urine 
after bladder symptoms cleared up. 

Cultures were taken from all of the above mentioned abscesses and staphy- 
lococcus was demonstrated in pure culture. No other organisms were found 

Microscopic Pathology: Lung abscess. Septic abscess of the kidney 
Cloudy swelling and abscess of the liver. 

Discussion. Dr. R. M. Howard. This is an important case. There is no 
question that the staphylococcus was the predominating organism The history 
is also very clear. It started in the skin, then the blood, the kidney, and finally 
the lung 

Staphylococcus in the blood culture is often error, but the fact that it was 
twice positive with the other evidence makes it doubly sure. 


Dr. Lelia Andrews. Acute Inanition following pre mature birth and toxemia 
of the mother. 


Baby 5., age 16 days, delivered at seven months. Before discussing this case 


it is necessary to consider the mother’s history. She entered the hospital, six 
months pregnant with a diagnosis of toxemia of pregnancy. Her chief symptoms 
were nausea, vomiting, B. P. 210-140, + plus albumin and pain in the epigastrium 


By restricted diet, free elimination and venisection, her B. P. was lowered and she 
was relieved considerably. She went home but returned in a short time in a much 
more serious condition. Her B. P. was again 210, she had marked edema of ankles 
and face, abdomen distended with ascites, her blood showed a high urea nitrogen. 
her urine showed 4+ plus albumin and ophthalmoscopic examination disclosed 
edema of the retina with congestion of the disc. She began to have hemorrhage 
from detached margin of the placenta and was rapidly growing worse. She was 
hurried-to the operating room and under aseptic technique, the cervix was packed 
with iodoform gauze and she was given 15 gr. of quinine. 
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Two days later the seven months baby was delivered. It was very thin and 
emaciated. Its weight was two pounds eleven ounces and its head measurements 
were less than half that of the full term child. Its cry was faint, and its movements 
very weak. 

It was given milk from one of the other patients but there was a steady loss in 
weight and sixteen days later it developed convulsions and died of acute inanition 
Its weight at death was one pound, eleven ounces. 


Dr. H. Coulter Todd. Meningitis following acute mastoiditis 


This undernourished young man had complained of earache and discharging 
ear ever since he was a child. His parents considered it “‘catarrh of the head” 
but the history is that of chronic otitis media purulenta 

The discharge and pain had been worse since he had influenza last winter 
The present attack began five days ago when the discharge ceased and the pain 
shifted to the mastoid region. He was advised to see an aurist but put it off two 
days after the discharge had ceased. 

When I saw him he was very sick and was irrational. His skin was dry and 
hot, his temperature 104 and there was extreme tenderness over the mastoid on 
the right side. His blood count showed only 11,000 W. B. C. with 71 Poly’s 

The mastoid cells were filled with a thick yellow pus of a very bad odor 
Culture showed the organism to be staphylococcus, pneumococcus and some saph 
rophytic organism. ‘There was very marked necrosis of bone and it was necessary 
to do a radical operation. The incision was closed and free drainage was made 
through the ear 

Patient left the table in fairly good condition but soon became restless and be- 
gan to show signs of meningeal irritation. The right pupil became widely dilated, 
the left contracted, and both were insensitive to light. A little later they were both 
dilated and patient became unconscious. His pulse became 168 per minute and 
respiration six per minute. He died of respiratory failure 

This case might have gone on for some time longer if it had not been for 
the new infection when he had influenza. If he could have been operated before 
this infection he would have had better chances for recovery. It is very hazardous 
to do a radical operation in the face of an acute exacerbation of a chronic condition 
where there are organisms which the body has not vet had time to attenuate, but 
his clinical picture made it unwise to delay operating. 


Case Reports. 


Dr. J. W. Riley. Pernicious Anemia. 


Mr. W., farmer, aged 50. Here is a well developed, well nourished man who 
consulted a physician because of failing health. He has had stomach trouble 
with acid eructations and constipation for nine years. Jaundice two years ago. 
He has been getting pale and weak and short of breath. Much worse the past four 
weeks. ‘Tires easily, has dimness of vision, numbness and tingling in feet and 
fingers. No loss in weight. 

He weighs 165 pounds. Temperature when examined was 100, pulse 100 
B. P. 112-68. Vessels negative. Skin, pale lemon tint. Respirations loud and 
coarse. Mouth full of infected teeth, gums infected, throat red and granular 
Heart, apex in fifth interspace 6 cm. to left. Sounds indistinct. Muscle tone 
poor. Soft blowing murmur systolic in time heard at the apex. Spleen enlarged. 
Muscle tone decreased. 

Wassermann was negative. Gastric analysis showed an absence of free HC! 
with a total acidity of only 4 per cent. No lactic acid. Feces analysis showed 
no pus no blood. Repeated urine examinations were negative 

Blood picture: R. B. C. 1,810,000. Hgb. 60 by the Sahli method, Index 1.66. 
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Size irregular, many microcytes and macrocytes, poikilocytes of varying sizes 
and “pessary” shaped cells. W. B. C. 4,700. Poly’s 45. L. 48. E. 7 

This blood picture, in an elderly man with an increasing weakness, dyspnea, 
lemon yellow color and no loss in weight, suggests pernicious anemia. The onset 
is gradual. It affects the strong, more common in males. The anemia is caused 
by destruction of the R. B. C.’s by some hemolysin. 

Cabot says the incidence of pernicious anemia is a great deal a matter of keen- 
ness on the part of the practitioner. 

If the cases can be diagnosed early it affects the prognosis a great deal. Both- 
riocephalus latus and other parasites may simulate pernicious anemia but the 
patient did not have blood in his stools and the plus one index speaks for pernicious 
anemia. We can exclude gastric cancer because of gastric analysis and lack of 
emaciation and pain in epigastrium. 

(plastic anemia, more common in young females, runs an acute course with 
bleeding from mucous membranes. 

In pernicious anemia there are gastric symptoms in 60 per cent. of the cases, 
constipation in 35 per cent. Sore throat in 42 per cent. and paresthesia and hyper- 
esthesia in many cases. 

Now we come to the treatment. Drugs have proved inadequate to check 
the disease. Out of 1200 cases reported by Cabot, only three are living. Since 
1913 transfusion has been tried with some success. Splenectomy is advocated 
in selected cases. Lee, Minot, and Vincent report fifteen cases with splenectomies 
in which life was prolonged. Mayo finds the average weight of spleens removed 
in pernicious anemia is 400 gm. while the normal weight is about 195 gm. 

The third day after the man came into the hospital he was given 500 c.c. of 
whole blood by the citrate method. Six days later he was given 500 ¢.c. more and 
a week later another transfusion of 660 c.c. of blood. His blood picture is much 
improved, R. B. C., 2,300,000, Hgb. 45, Index .99, and I think he is in good con- 
dition for splenectomy. 

Discussion. 

Dr. J. Roddy: There are three important things in the blood picture of 
pernicious anemia, the high color index, poikilocytes and normoblasts. The plus 
one index is the most important and the first to appear. The presence of normo- 
blasts and poikilocytes is not pathognomonic of this disease but they occur in 
crises after the first or second vear after the onset. 

Pernicious anemia is more common in late years or else it is more often diag- 
nosed. Up to 1917, Osler reports only 20 cases in 20 years practice. I know of 
six cases in the last six months. 

The age is that of the cancer period or carcinoma, the most common age in 
men being 48 and in women 43. 


Dr. Lea A. Riely: Syphilis must be considered as a causative fact or in per- 
nicious anemia. When we find the cause it becomes a secondary anem ia. 

Due to the anemia there is very marked loss of strength and the muscles are 
pale. The smooth muscle of the gastro-intestinal tract is extremely pale and the 
acid producing cells of the stomach disappear. 

Dr. Ray M. Balyeat: The lack of free HC] is almost a constant factor in 
pernicious anemia and it is often one of the first symptoms. There were several 
cases at Peter Bent Brigham hospital that showed definite blood picture of per- 
nicious anemia while the year previous they had an absence of free HC] and a 
negative blood picture. 


Dr. R. M. Howard: The nervous symptoms are of importance in the diag- 
nosis of this disease. The para-anesthesia and difference in knee jerks, according 
to some authorities, is due to sclerosis of the spinal cord or the nervous system 
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Dr. A. D. Young: The nervous symptoms are present but they improve as 
the general condition of the patient improves. This would indicate that it was 
due to the temporary anemia. 

Dr. J. W. Riley, closing: I consider doing a splenectomy because it offers 
the best results. This treatment is new but in the cases reported the patients live 
longer and have fewer remissions. I think it should be done only in selected cases 
as in the case reported at this meeting. 


TRAUMATIC RUPTURE OF SPLEEN: SPLENECTOMY AND RECOVERY. 


Frep S. Curnton, M. D., F. A. C'S 
CHIEF SURGEON OKLAHOMA HOSPITAL 
TULSA, OKLAHOMA 


HISTORY OF ACCIDENT: 

On the 26th of December, 1919, E. S.. 5 years of age, was thrown to the pave- 
ment and run over by a very light car resulting in injury to his left chest and ab- 
domen. He was seen shortly afterwards and immediately removed to the Okla- 
homa Hospital. 

SYMPTOMS: 


The history of violent contusion of the left side, especially along the base of the 
thorax, hypochondrium and flank, together with evidences of serious internal hemor- 
rhage and increasing adbominal rigidity, more marked on the left side, suggested the 
necessity for immediate adbominal section. 

OPERATION : 

The median abdominal incision was enlarged obliquely to the left sufficiently 
to grasp the pedicle of the spleen and control the hemorrhage and expose and 
deliver the spleen and place a hot pack in the splenic fossa. After identification 
of splenic pedicle by palpation, avoiding injury to the stomach and pancreas, 
two clamps were applied to the pedicle and the extensively ruptured spleen was 
removed, the pedicle transfixed and ligated in sections with No. 2 chromic catgut; 
abdomen freed of clots, inspected, gauze pack removed, wound closed and patient 
placed in a warm bed, hot proctoclysis instituted and small doses of opium given 
when necessary to procure rest. 

TECHNIC: 

Where a ruptured spleen is suspected, the principal points emphasized by 
experience and such operators as LeJars, Balfour, and others are as follows: 

(a) Early abdominal exploration through adequate incision. 

(b) Delivery of the spleen. 

(c) Use of hot gauze pack. 

(d) Protection of stomach and pancreas from injury. 

(e) Preliminary ligation of any adhesions. 

f) Careful ligation of splenic pedicle. 


RESULTS: 
The recovery of this patient is due largely to prompt surgical intervention. 
REMARKS: 


Increasing use of automobiles and industrial activities will produce a greater 
number of injuries, and it is well to have in mind some systematic plan of examina- 
tion such as that suggested by Eisendrath as follows: 

(a) Ascertain as accurately as possible the exact manner in which the accident 
occurred, 
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(b) General condition of the patient. 

(c) Results of local and general examination 

(d) Symptoms of injury of particular viscera. 

In injuries to the abdomen a decision may not be reached until the patient has 
been examined the second or third time, and in addition to the signs which may be 
seen or felt externally in the early hours (6 to 12) the following important points 
must be kept in mind: 

(a) Muscular rigidity. 

(b) Localized or diffuse pain and tenderness On pressure 

(c) Dullness in the flanks or above the pubes. 


FRACTURES OF THE SPINE. 


\ series of seventeen cases of shell fracture of the spine, with observations on kidney and bladder 
function, have been studied by H. W. Plaggemeyer, Detroit (Journal A. M.A. Nov. 22, 191 The 
subject was taken up by the author with his full realization of the period of time that elapsed betwee 
the inflicting of the wound and his first clinical view of the case, connoting the transition from the 
primary shock with depression and retention to the later stages, “usually characterized as the stages 


of: (1) paradoxical, or passive incontinence; (2) periodic reflex micturition, or active incontinence, an 
(3) paralytic or complete incontinence, in which latter phase evacuation of the urinary bladder is 
tinuous, automatic and complete It was in the later stages that the cases were called to his 

lhe time after injury to his first observation of the case varied from two and a half to eight mont 
with a mean average time of four and a half months All had been catheterized abroad and wer: 
fected Many of them demanded catheterization Under these circumstances, the author took th 
liberty of doing simple cystoscopy All cases gave a history of complete retention following 

and the onset of incontinence varied from twenty-four hours in five cases to six months in one lhis 
patient had an inlying catheter when admitted. Four others had apparently been catheterized as 
routine. The mean average of onset of incontinence, barring these five, was forty-eight hours. T! 
site of the lesion varied from the sixth cervical to the cauda equina, the lumbar being the site in nine 
cases, the dorsal in five, the cervical in two, and the sacral in one. Several of these overlapped. Recta 
involvement was general and ran a course parallel to that of the bladder. Sexual desire and abilit 
were lacking in all. None showed edema while observed. The clinical findings were practically u 
varying and might be summed up as follows: 1. There was normal or hypertonic contraction of the 
external sphincter. 2. There was complete relaxation of the posterior urethra and the internal sphincter 
almost obliterated as such. 3. The trigon in six cases appeared definitely atrophic, in four it was raised 
4. The ureteral orifices were within range of normal. 5. Trabeculations were found in every cas 


gigantic in size, and, as a rule, transverse and coarse, on the floor, rather evenly distributed laterall 
and most complex about the vertex. 6. There was no case of diverticulitis or of trophic ulceratior 
of the bladder. 7. In nearly all bladders there was general vasomotor disturbance particularly marked 
on the floor, chiefly shown by irregular venous congestion, but in none of the cases did the author observe 
hematuria. The level of the lesion apparently did not affect either the functional activity of the bladde 


or the excreting power of the kidney In one case the bladder was of the typically automatic Head typ 
and passage of urine and feces was a completely unconscious act. In no case did the author observe 
hyperhidrosis on forcible distention of the bladder, nor could he, in a single case establish a history 
of it, though in every case except one there was a previous history of zonal hyperhidrosis. There was 
residual urine in every case. Dietary control was used and also phenolsulphonephthalein tests. The 
patients were studied as to the nitrogen retention, blood urea, etc. A general picture was observed 


of unusually high urea nitrogen, with high nonprotein nitrogen and persistent normal creatinin in the 
blood, balanced by a low renal concentrating power for urea, with a low output of creatinin in twent 
four hours and low uric acid output; collaterally, a colorimetric curve rising, as a whole, where the 
retention curve falls. There seemed to be no essentially reciprocal curve between urea retention and 
phenolsulphonephthalein excretion. There must be some other ground than hydronephrosis for the 
retention phenomena exhibited. While not discussing the early care, Plaggemever would suggest 
abstention from catheterization which means sure infection. If intervention is needed, there is no 
contraindication to the use of the aspirating needle until incontinence is established. This will probabl 
not be necessary if immediate resort be had to the use of general sedatives with careful attention to 
stimulation of mass reflexes by stimulating over the hypogastric plexus and causing relaxation of the 
external sphincter by fatigue of the pudic nerve. These bladders do not rupture, and as they are in- 
sensate, no discomfort is experien ed The seventeen cases are re ported 


Don't always call the aching joint “rheumatism,” says the United States Public Health Service 
Bad teeth are sometimes the real cause and it is always wise to consult both the doctor and the dentist 
Have an x-ray made of the teeth 








10 


yo 


ENT 





as 
be 


ts 





JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 31 


JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


VOLUME XIII MUSKOGEE, OKLA., JANUARY, 1920 NUMBER 1 
PUBLISHED MONTHLY AT MUSKOGEE. OKLA., UNDER DIRECTION OF THE COUNCIL 


DR. CLAUDE A. THOMPSON, EDITOR-IN-CHIEF 


506-9 BARNES BUILDING, MUSKOGEE 


DR. CHAS. W. HEITZMAN, ASSISTANT EDITOR 


507-8 BARNES BUILDING, MUSKOGEE 


ENTERED AT THE POST OFFICE AT MUSKOGEE. OKLAHOMA, AS SECOND CLASS MAIL MATTER, JULY 286, 1912 


THIS IS THE OFFICIAL JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION, ALL COMMUNICATIONS 
SHOULD BE ADDRESSED TO THE JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSSOCIATION, 508 BARNES 
BUILDING MUSKOGEE. OKLAHOMA 


The editorial department is not responsible for the opinions expressed in the original articles of contributors. 

Reprints of original articles will be supplied at actual cost, provided request for them is attached to manuscript or made 
jn sufficient time before publication. 

Articles sent this Journal for publication and all those read at the annual meetings of the State Association are the sole 
property of this Journal. The Journal relies on each individual contributor's strict adherence to this well-known rule of med- 
jcal journalism. In the event an article sent this Journal fo: publication is published before appearance in the Journal, the 
manuscript will be returned to the writer 

Failure to receive the Journal should cal! for immediate notification of the editor, 508 Barnes Building, Muskogee, Okla 

Local news of possible interest to the medical profession, notes on removals, changes in address, deaths and weddings 
will be gratefully received. 

Advertising of articles, drugs or compounds unapproved by the Council on Pharmacy of the A. M. A. will not be ac- 
eepted. 

Advertising rates will be supplied on application. It is suggested that wherever possible members of the State Associa 
tion should patronize our advertisers in preference to others as a matter of fair reciprocity. 





EDITORIAL 








TIME TO RETIRE. 


Franz Torek, New York surgeon, was recently asked by a convalescent patient, 
who thought he had long ago earned a rest, when he proposed to retire. The 
Medical Review of Reviews opines that the answer is worthy of immortal recording: 

“When I feel that I do not learn something new from each operation, 

I will fold my apron and put away my gloves.” 

The reply is worthy of place in every physician’s office, in the hospital 
preparation rooms, wherever we go, as a motto or rule. It is a reminder that 
there is no limit to opportunity and effort and that a physician is never through 
as long as he is blessed with discriminating intellect and ability to apply the count- 
less memories of the past to the case before him. 


Retiring from work has always been looked on by the writer as a premature 
waste of riches and ability, which may not be replaced. It may be that it is a fancy 
or ungrounded superstition, but it seems that retiring on the part of any active 
man from his real life work is a signal that the natural decay and inevitable end 
has been hurried on as no other act could have hurried it. The physician’s work 
should certainly be more than the means to accomplish what is termed success 
by the superficial observer. Despite the commercialism of modern times, the 
constantly surging artificial influences surrounding the physician, he does most 
and is happiest who sincerely has before him the betterment of his work, the con- 

sequent betterment of his people; he is paid as no other mortal in the realization 
that he has been successful in relieving a human sufferer. It is true that actual 
experience discloses to him, more than any other man, the despicable trait of 
ingratitude, he sees enough of that to warrant his becoming an Ishmaelite when 
he reviews his reward, but thanks to his high ideals and staunch character he is 
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not swerved by such human weaknesses; he weighs the good, appreciates the clay 
he handles and dismisses the matter. 

Ours is the only profession whose usefulness is ended by death alone. Work 
never destroys the worker if it is his work, if he works as an artist, appreciative 
of the functions he is called to fill. T 


PUNISHMENT TO FIT THE CRIME. 


An Oklahoma City writer suggests that the practice inaugurated in that city, 
requiring speed maniacs to gaze on their victims, might well be applied to those 
secreting and failing to report dangerous communicable diseases. Advancing 
the opinion that selfishness is the cause of most diseases of childhood, Miss Edith 
Johnson says this is the way it comes about: 

“One child in a family is seized with illness, it may be measles, scarlet fever 
or diphtheria. In order that other children in the family may not be interrupted 
in their schooling . . . nodoctoriscalled, . . . the illness concealed 
the other children carry the infection about.”’ 

Declaring health and school authorities helpless to cope with such dishonesty; 
the uselessness of safeguards on the part of others to protect children in the face 
of this “most selfish form of human cruelty”’; the suggestion is offered that the guilty 
be led to the death chamber to gaze on the result of their meanness. 

We agree to any step or plan tending to curb the irresponsible in this respect 
We sincerely believe that suggestions for control and betterment will be more effee- 
tive coming from the people rather than our profession. As noted before, any 
move we make, any plan proposed, regardless of the purity and unselfishness of 
motive, is promptly met and assailed with vituperative criticism and charges 
that we have ulterior motives. 

All the lessons of our war, technically not yet over, the cry of our government 
for aid answered by thousands of physicians, the suffering during epidemic due 
to shortage of physicians, seems already forgotten; while on every hand hostile 
organizations are active with propaganda and resolutions inimical to the sensible 
plans and hopes born of experience from the great catastrophe, which every one 
hoped might be practically utilized in the future. 

To us these critics appear as Bolshevist destroyers, as menaces and dangers 
to our people. Like their prototype in other callings, our system of government 
permits them a free hand and uncurbed tongue in destruction. Their treason is 
just as treasonable as that preached by other enemies, but we have no remedy 
The great majority want protection, but this pitiable minority, wanting none of 
it, insist on constitutional protection to carry on their beliefs regardless of injury 
to others. Even partial control of them in Oklahoma will be a difficult task when 
we come to study our basic law which limits regulation. Years of education of 
our young is probably the only solution. fl 


MALPRACTICE SUITS—-WHAT OUR RECORD DISCLOSES. 


Clearing files to meet the New Year disclosed such a mass of usual and un- 
usual happenings in this respect—the further fact that our members who are not 
remitted for during January lose any possible privilege due them, accrued in the 
past, prompted a variety of speculation. So much so that it was deemed justifiable 
to jot down briefly a few of the predicaments our members met after being sued, 
and applying for defense. 

Many of them applied for defense, on acts alleged to have occurred on some 
specific date. The membership card hanging on their office wall or in their files 
plainly stated they were not entitled to defense until after the date of their certifi- 
cate’s creation. Gentle or rough reminder that insuring a barn after its destruction 
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was their exact plight did no good; criticism of the Defense Fund, its management, 
peevish charge of injustice was the order of the day in such cases 

Those carrying indemnity insurance often came in merely on an afterthought 
demanding that our attorneys, at the eleventh hour, take up their case. Not 
uncommonly application has reached your Association after the physician was or- 
dered to answer in court. They received no defense They, too, have been dealt 
injustice, according to their views. 

One upstanding surgeon, carrying indemnity insurance in two companies 
abundantly able to protect him, asked only for the good will of our membership, 
declining to assault the little nest egg we have in the fund. He got all we could give 
him. 

Another sued, applying for defense the very day his answer was due; of 
course was denied defense. Another suit brought against him in a few months was 
followed by immediate report, compliance with the rules, and, as ready and com- 
petent defense as necessary. 

Another sued after date of issuance of certificate, after useless correspondence, 
charges of unfair treatment, wound up the matter with the statement that he knew 
from the first no defense would be given, and that was the reason he did not apply 
in the time limit. 

Several have applied for defense—not of malpractice—but suits for damages 
for acts entirely without the sphere of professional activity. Two charged with 
production of abortion, not unskillfully or negligently, by irate husbands, were 
not defended. They were not cited for malpractice, but other improper and dam- 
aging act. Both pretended wrong on part of your defense fund. 

One enterprising defendant carrying indemnity protection advised his company 
he wished them to employ one firm of able attorneys, then requested that your 
Association employ another firm of attorneys, then of course expected defense 
from our regularly employed attorneys. The performance was shifty, but came 
to naught when it was shown that he had selected able and sufficient defense in 
the first instance. 

Checks dated back, rather far in the misty past, with request that certificates 
show that date, cannot be accepted. In the first place, the certificate is a contract, 
active the date of issue; secondly the Fund belongs to every member, the matter 
is strictly a business affair, sentiment and friendship have no place, regardless 
of our kind personal feelings. 

The moral of this rambling talk is: 

Insure your barn effective in January, 1920. ? 


DISEASES OF THE HEART. 


Just at this time when so much attention is given to the struggle to combat 
tuberculosis it might be interesting to give a side glance at just what mortality 
diseases of the heart are causing. In New York City alone, from the last mortality 
report, we find that whereas, 9622 deaths occurred from tuberculosis and 4702 
from cancer, which is frequently quoted as being the one more to be feared by human 
kind than any other disease, the victims of cardiac troubles aggregated 10,682. 
As with tuberculosis, children are especially liable to heart disease and an intelligent 
report of the examination of school children would be of particular interest as to 
the number of damaged hearts found. It is well known that adults often suffer 
for years from heart diseases but mistake the symptoms for those of indigestion 
and other stomach troubles, and are surprised when their ailments do not respond 
to home treatment. 

The prevention of diseases of the heart, naturally, like tuberculosis, presents 
both medical and social problems. It is agreed that certain diseases, notably 
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rheumatism, do affect the heart. Therefore, we cannot stress the point too much 
that prompt attention should be given to the removal of adenoids and diseased 
tonsils and the immediate care of decayed teeth. Just how much stimulants. 
to the use of which Americans are prone, contribute to the cause of cardiac troubles 
is worthy of note, at this time especially when we are entering into a period of 
prohibition. To sum up the subject, why not combine our efforts and add propa- 
ganda against diseases of the heart along with those against tuberculosis. The 
prevention and treatment of both diseases are analogous and we suggest that thy 
Anti-Tuberculosis Association incorporate within its activities measures directed 
against cardiac disease. C. W. 





PERSONAL AND GENERAL NEWS 





Dr. C. T. White, Alva, has moved to Gage 

Dr. A. 5. Terrill, Vera, has moved to Collinsvill 

Dr. J. H. White, Muskogee, visited relatives in Virginia during the holidays 

Dr. C. W. Heitzman, Muskogee, visited New Orleans during the Christmas Holidays 

Sapulpa city commissioners received bids for the erection of a $50,000.00 hospital January Ist 

Dr. W. W. Jackson, Vinita, has moved to Hot Springs, Ark., and is located in the Thompsor 
Building 

Dr. Charles J. Woods, Tulsa, and Miss Elizabeth Lovall, of Macon, Ga., were married in that 
city December 9th 

Dr. J. W. Sosbee, Gore, mourns the death of his little girl. The tragedy resulted from the child 
being accidentally burned 

Dr. F. Glenn Francisco, Enid, was elected Post Commander of Argonne Post, No. 4, for 192 
at the annual election December 11th 

Dr. Z. J. Clark, Cherokee, and Dr. Jas. Stephenson, of Chicago, have formed a partnership 
for the practice of medicine in Cherokee 

Dr. J. G. Noble, Muskogee, has been commissioned in the United States Public Health Servic 
and has been assigned to duty at Camp Cody, N. M 

Dr. and Mrs. David L. Gregory, Ardmore, have arrived from overseas via New York. Mrs 
Gregory joined Captain Gregory in France last summer 

Haskell County Medical Society held its annual election at Stigler December 18. Dr. 8. I 
Mitchell was elected president, Dr. R. F. Terrell, Stigler, secretary 

Dr. W. B. Putnam, Carnegie, suffered a severe, but fortunately not acute. attack of illness r 
sulting from infection incurred while handling a surgical instrument 

Dr. J. C. Mahr, U.S. Public Health Service, Oklahoma City, and Mrs. Ollie Dunn of that cit 


were married in December. They will make their home at that place 

The Enid Clinic, Enid, is conside ring plans for the erection of a permanent home to house 
many activities \ site has been purchased and $100,000 will be expended in the buildings 

The Oklahoma Hospital, Tulsa, held graduation exercises for the Nurses Training School of 
that institution December 16, 8:00 p.m. The exercises were held at the Boston Avenue M. E. Churel 

Dr. Francis B. Fite, Muskogee, was unanimously selected by the city commissioners to fill the 


mayorality vacancy resulting from the recent death of John L. Wisener. Dr. Fite formerly served 
Muskogee as Mayor 

Dr. Wallace A. Aitken, Enid, has been appointed Examiner for the Bureau of War Risk Insurane« 
and will have charge of examinations and treatment of conditions arising from army service of returned 
soldiers in Garfield County 

The Oklahoma Lying-in Hospital, 101 East 7th Street, Oklahoma City, announces their perm- 
anent location in their own building at the above address. Dr. W. A. Fowler, Medical Director, an- 
nounces enlarged capacity. Miss Mary Forbes, R. N., is the Superintendent 

“‘Some Wild Oats” is the title of a new motion picture problem play made under auspices of 
the New York City Health Department, with the aid of the United States Navy Recruiting Divisior 
The play has passed the severe scrutiny of critical censors, is an inoffensive, clean, but powerful pri 
duction. It will be shown in various theaters throughout the country 

Dr. W. P. Lipscomb, Oklahoma City, who went to France as a Major, M. C., Oklahoma troops, 
has been discharged and announces the opening of his offices at 217 Liberty National Building, wher 
he will engage in his specialty—eye, ear, nose and throat work. He made a host of friends among Okla 
homa and Texas soldiers who welcome him home and wish him success 
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DOCTOR SAM HOUSTON LANDRUM. 


Dr. S. H. Landrum, Altus, one of the best known physicians of southwestern Oklahoma, 
was instantly killed November 28 when the car he was driving skidded from a sleety road into 
a ditch and overturned. 

The remains were interred at Altus after funeral services at the Methodist chucrh. 

Dr. Landrum was born at Pilot Point, Texas, January, 1867, obtaining his preliminary 
education at Grayson College, Whitewright, Texas, later graduating in medicine from the 
University of Nashville, Tennessee, in 1899. Prior to studying medicine, Dr. Landrum taught 
and studied art, attending art school at Washington, D. C., and then teaching art at Lebanon, 
Tennessee, until he began the study of medicine. He was commissioned in the Medical Corps 
of the army in the spring of 1917 and stationed at Camp Doniphan throughout the war. 

A wife, son and daughter, besides a host of friends are left to mourn his tragic departure. 

—_—_—_—_—_—_—__ 
DOCTOR WILLIAM H. CLARKSON. 

Doctor William H. Clarkson, Blair, Oklahoma, died December 13th, after a brief illness. 
Interment was had at the Blair cemetery under auspices of the Masonic fraternity. Many 
friends and physicians from over Jackson County attended the funeral. 

Dr. Clarkson was born in Camden, South Carolina, May 19, 1861. His preliminary 
education was obtained in the common schools of that country and at Coronel Institute, after 
which he graduated from the Memphis Hospital Medical College in March, 1889: after practicing 
in Texas until 1904, he located at Clarkson, where he had since resided as a useful citizen and 
physician. He is survived by a wife and five children. 





DOCTOR FRANK W. WYMAN. 

Doctor Frank W. Wyman, Stroud, Oklahoma, died at the home of his daughter in Detroit, 
Michigan, December 12th. His remains were interred in that city by the Masonic order. 

Doctor Wyman was born at Bonaparte, lowa, March 17, 1848. Educated in the common 
schools at Keokuk, lowa, and Notre Dame University, Indiana. He received his medical degree 
from the College of Physicians and Surgeons, Keokuk, June, 1877. After practicing for ten 
years in Keokuk, he entered the United States Indian Service as a .hysician, serving at the 
Jacarilla (New Mecixo) Agency six years, White Earth, Minnesota, two years, after which he 
was given the Sac and Fox Agency where he had served continuously for more than twenty years. 
Dr. Wyman lea: es a host of friends who admired his great geniality and manhood. 


—_—_—__———_—_—_—_ 
DOCTOR JAMES C. JOHNSON. 

Dr. Jas. C. Johnson, Braggs, died in Irkutsk, Siberia, December 13th. Dr. Johnson had 
served six years in the army before joining a Siberian Red Cross unit, his last assignment before 
sailing for Russia, being with the first Infantry, Camp Lewis, Washington. The Red Cross 
announces that death was due to typhus and that he was buried with military honors. 


DOCTOR D. D. HOWELL. 


Dr. D. D. Howell, Nowata, died December 6th after suffering several years of continuous 
illness. Death is reported as due to Hodgkins disease. 











Dr. Fowler Border, Mangum, Surgeon, proprietor of a hospital, Mayor of Mangum in perpetuity, 
health officer of Greer County, otherwise an active citizen of parts, is reported to have recently under 
taken the novelty of going on a vacation. We know not where he travelled, but feel that the vacation 
was of the strenuous type, to his liking, otherwise he would have no rest 


Muskogee’s new detention hospital, after many months wasted in construction, is practically 
complete and ready fer occupancy. Strikes of union workmen have delayed completion for many 
months, and certain elements of the City Commissioners, subservient to union dictation, allowed the 
much needed building to stand incomplete, despite the human suffering entailed 


Dr. C. W. Heitzman, Muskogee Councilor for the eighth district, has called a preliminary meeting 
of presidents and secretaries of county societies for January 29th, at Muskogee, for the purpose of 
reorganizing the District Society and arranging a program. The counties concerned are Craig, Ottawa, 


Delaware, Mayes, Wagoner, Cherokee, Adair, Okmulgee, Muskogee and McIntosh 


Dr. Millington Smith, Oklahoma City, is Chairman of a sub-committee of the Public Health 
Committee of Oklahoma City’s Chamber of Commerce; the committee designated the Social Hygiene 
Committee, with the exception of Dr. Smith, is composed of laymen. Its functions will be to study 
methods to combat disease, « o-operate with the city authorities and the federal and state clinic in caring 
for venereal infections 
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The American Congress on Internal Medicine meets in conjunction with the American College 
of Physicians, Chicago, February 23; daily clinical and laboratory demonstrations, evening meetings 
addresses by men eminent in American Medicine are features. Ethical physicians interested are i ted 


to attend. Detailed information, early hotel reservations, etc., may be secured by applicatoin to D 
Frank Smithies, Secretary-General, 1002 North Dearborn St., Chicago 


New York City’s Student Nurses, according to press dispatches are threatening strike 1 ss 
their demands for a day a week holiday are granted. Comment in unnecessary Nursing is either 
profession appreciative of the higher ideals or a mere mechanical calling on par with labor A st 
of nurses is deserving almost of as much condemnation as a strike of physicians lhe employer does 


not suffer, but helpless humanity does, with not even a voice in settlement of the controversy 


Dr. D. Long, Duncan, has been appointed Chief Physician of the Bureau of Tuberculosis, 


according to announcement by Dr. A. R. Lewis. State Commissioner of Health Dr. Long was bort 
in Georgia in 1860, graduating from the Southern Medical College, Atlanta, in 1882 He practised 
in Georgia a few years, moving to Duncan in Indian Territory days, where he has resided since The 


Chief of Bureau will have charge of all matters pertaining to tuberculosis, insofar as state activities 
are concerned rhe first task confronting Dr. Long will be to list tuberculous subjects and 
plans for their betterment 


The Oklahoma State Nurses Association is taking steps to secure commission and rank for 


nurses at least equivalent to the grade of second lieutenant rhe move has the endorsement of t 
American Legion, and of many leading army officers. The organization held a dance in Oklahoma 
City December 11th for the purpose of raising funds to further the matter lhere is none, or certain 


should be no, objection to fixing the status of army nurses. No one questions the competency of th 
as a class. The preliminary requirements to enlistment are, substantially, as searching as those re- 
quired of officers, rather more so than is required of certain officers, and their status should be per 
anently axed 

Dr. A. R. Lewis, State Commissioner of Health, in a communication to the Journal, notes attacks 
and criticism of his office with reference to creation of the tuberculosis sanatoria provided for by th 
last legislature Dr. Lewis says, in part The law made it mandatory upon me to select sites 
approve plans and submit same to the State Board of Affairs, after which my duties ceased until t) 
buildings are completed and turned over to me for management. I have complied with the law, and 
passed the matter on to the Bard of Affairs. On account of business reasons, which are no doubt good 
at this time. the construction of these buildings has been delayed, as have other state buildings. but 
seems all the abuse is being heaped upon me 

The American Red Cross announces the establishment in Warsaw, Poland, of the most con 
and up-to-date laboratory in the world. The equipment to the minutest detail of from smallest vial 
to the research microscope with magnifying power as great as any in the world was transported across 
the Atlantic and half of Europe Unpacking and unloading, entrusted to refugees was too much of a 
task for their weakened and emaciated bodies, so Red Cross doctors personally assumed the task It 
is significant that in this as well as each of the other laboratories opened in Europe, American chen 
stains instead of German are used, American peptone, used exclusively in fermentation processes 
places the German, formerly the world standard 





COUNTY SOCIETIES 





Tulsa County Medical Society reelected Dr. G. A. Wall, president, and Dr. A. W. Pigford 


Secretary, at their annual meeting December 22. The election of these officers is a complimentar 
recognition of their work in building up the society during the past year. The increase in membership 


was greater than in any other county of the stats 

Oklahoma County Medical Society elected for 1920: President, Dr. Horace Reed; Vice-pres., Dr 
J. 5. Hartford; Sec-Treas., Dr. Tom Lowry 

Ottawa County Medical Society elected: President, G. F. McNaughton, Miami; Vice-presidents 
T. J. Dodson, Picher; J. H. Barham, Tar River; Ira Smith, Commerce; Sec-treas., Fred E. Deal, Miami 

Kiowa County Medical Society elected: President, J. A. Land, Lonewolf; Vice-pres., W. R 
Leverton, Hobart; Sec-treas., J. M. Bonham, Hobart 

Greer County Medical Society elected: President, Dr. G. W. Wiley, Granite; Vice-pres., E. W 
Mabry, Mangum; Sec-treas., J. B. Hollis, Mangum 





CORRESPONDENCE 





DOCTORS AND THE DECLARATION OF INDEPENDENCE. 


Anent “Tonics and Sedatives,”” in the Journal A. M. A.. of December 13th. there were six phy 
sicians who signed the Declaration of Independence, viz 
Josiah Bartlett, Lyman Hall, Benjamin Rush, George Taylor, Matthew Thornton, and Oliver 

















JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 37 


Wolcot. Of these, Benjamin Rush alone attained distinction in the medical world Ihe latter. born 
in 1745, was of English Quaker stock, graduated at Princeton in 1760, and Edinburgh 
Professor of Chemistry of the College of Philadelphia in 1769, and succeeded John Morgan as Professor 
of Practice in the same institution in 1789, and attained the chair of Institutes of Medicine, when the 
latter was merged into the University of Pennsylvania in 1791. He was the chief founder of the Phila 
delphia Dispensary in 1786, and Treasurer in the United States Mint, 17 1813. the vear of his death 
He was Surgeon-General for the Middle Department under William Shippen, 1776-78; he deserted Wash 
ington at Valley Forge 


was elected 


Rush was easily the ablest American clinician of his time, and his writings and reputation won 
him golden opinions abroad 
He belongs to the school of Svdenham in his adherence to blood-lettu 


of the diseases under his observation 


g and his careful ace int 

Of these he described cholera infantum in 1773, dengue in 1780, wrote an account of the Phila 
delphia epidemic of yellow fever in 1793 In fighting this epidemic, Rush played a distinguished part 
breaking down his health by treating 100 to 150 patients a day, and incurring civic and professional 
hatred through insisting that the disease was not imported from without but arose from within the city 

His line of treatment was the exhibition of large doses of calomel and jalap, copious blood-letting, 
low diet, low temperature in the sick room, and abundant hydrotherapy within and without 

When sick, as he thought, of yellow fever, he consistently submitted to his own line of treatment 

Apart from his clinical memoirs, Rush wrote a valuable pamphlet on the hygiene of troops in 
1777, and his papers on the diseases of the North American Indians in 1774, and their vices in 1798 
with his account of the German inhabitants of Pennsylvania in 1798, are perhaps the earliest American 
contributions to anthropology lhe original bent of his mind is shown in his inquiries into the effects 
of ardent spirits on the mind, the cure of diseases by the extraction of decayed teeth, and the effect of 
arsenic in cancer, 

Dr. George Irwin Garrison 

Quapaw, Okla 








Dec. 15, 191 
MISCELLANEOUS 
ABBOTT'S ADVERTISING RESULTS. 
The Abbott Laboratories of Chicago, have been using half page space in this Journa Their 


success warrants them in using a full page at this time, and our readers will find their full page announce- 
ment in this issue Phis evidence that the readers of this Journal are careful to patronize our advertisers 
is gratifying, and is a tribute to the policy which this Journal long since adopted, of publishing in its 
advertising pages only such medical products as have been accepted by the Council on Pharmacy and 
Chemistry 

rhe readers have come to know that this Journal protects them; and as a consequence they may 
unhesitatingly purchase the products which are advertised in this publication 

In answering the Abbojt advertisement, each reader should use the coupons attached to the page 
advertisement, so this Journal will receive credit for the inquiry 


CAN DIPHTHERIA MORTALITY BE REDUCED? 


Despite the fact that diphtheria antitoxin is practically a specific, one out of ten cases of diphtheria 
terminates in death 

Why this high death-rate? 

Two reasons: Tardiness in the use of diphtheria antitoxin, and the employment of two small 
doses. The average dose of diphtheria antitoxin at the present time is 5000 units Authorities main- 
tain that it should be 10,000 units 


Physicians who get the best results from diphtheria antitoxin use large doses early in the course 


of the disease They administer initial injections of ten to twenty thousand units in all suspected cases 
Phere is little danger from over-dosage of antitoxin. This fact is generally conceded. The real danger 


lies in the « mploy ment of too small doses 


Biological manufacturers are turning out serum of higher potency than formerly. Newer methods 
of refinement and concentration have resulted in a better product. The antitoxin produced by Parke, 
Davis & Company at the present time is three to five times as concentrated as the antitoxin supplied 
several years ago. Physicians readily recognize the advantages of Parke, Davis & ¢ ompany’s refined 
and concentrated high-potency diphtheria antitoxin. There is less serum to inject, absorption is more 
prompt, and the results are quicker and better 
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The following articles produced by advertisers in this Journal have been accepted for inclusion wich 
New and Non-Official Remedies by the Council on Pharmacy and Chemistry 


NEW AND NONOFFICIAL REMEDIES. 


Hoyt’s Gluten Special Flour. A gluten flour containing protein, 8O per cent.; fat, 1 per t 
and starch, less than 10 per cent his flour mav be used when a diet relatively free from carbvhodrates 
is desired, espe ially in diabetes It does not make a satisfactory bread, but may be used to prepare 


muffins, flat cakes, or gruel The Pure Gluten Food Co., Columbus, Ohio (Jour. A. M. A., Dec. | 
1919, p. 1843 

Lactic Acid-Producing Organisms and Preparations. Fermented milks have long beet ser 
because they were palatable to many or because of an opinion among the laity and among physicians 


that they were advantageous in certain disorders of the gastro-intestinal tract A great stimulus 
the employment of ferme nted milk was given by the theories of Metchnikoff regarding intestinal putre 


faction, which are, however, entirely unsupported by scientific evidence No one seriously subscribes 
to his opinions at the present time, but, on the other hand, there is evidence that the administration of 
sour milk products is at times beneficial In pediatrics, fermented milk has found a wide application 
By the use of acid-producing bacteria, milks of suitable composition may readily be prepared. For 


this purpose, bacteria of the Bulgarian bacillus gre up. usually in association with S/ eptococcu 


have been found particularly satisfactor There is little evidence showing that organisms of the Bu 
garious group can be implanted in the intestinal tract There is little evidence that liquid culture 
of lactic acid organisms are of value as local application to mucous membranes or in arresting putre 
faction or suppuration in wounds, abscesses or sinuses Liquid cultures of lactic acid organisms, and 
still more the tablets, deteriorate with age All such preparations must be stored in an ice-chest and 


should be marked with an expiration date after which they are not to be used Jour. A. M. A., De 
1919, p. 1887 

Lactic Acid Ferments. In preparing the 1920 edition of New and Nonofficial Remedies, it ap- 
peared desirable to the Council on Pharmacy and Chemistry that careful reconsideration should be made 
of the use in medicine of lactic acid bacteria—and products prepared by means of these bacteria 
in relation to prac tical the rapy \ spec ial committee consisting of a phvsiologi« chemist (Lafavett 
B. Mendel, chairman), a pediatrician (John Howland), an internist (W. P. Longcope), a rhinologist 
H. I. Lilly), and a bacteriologist (L. F. Rettger), took up the problem. A circular letter was sent b) 
the committee to a large number of well-known bacteriologists, clinicians and manufacturers who 
might be assumed to have experience or information bearing on the practical use of lactic acid bacilli 
Based on the replies which were received, the committee has revised the discussion of “Lactic Acid 
Producing Organisms and Preparations” which appears in New and Nonofficial Remedies. These 
plies showed that the bacteriologists and scientific laboratory workers show far less enthusiasm for 
the claims of lactic acid bacteria for a place in practical therapy than do the clinicians. It was the 
general opinion that the Bulgarian bacilli cannot be effectively implanted in the alimentary canal by 
feeding cultures thereof. The overwheiming preponderance was against the usefulness of cultures of 
the bacilli in infected sinuses, cavities, et Ihe committee recommended that cultures of Bac 
acidophyllus be not included in N. N. R. at present The committee considers it important that the 
Council should continue its control of the viability and purity ef cultures offered for sale (Jour. A. M. A 
Dec. 20, 1919, p 1895 

Benzyl Benzoate for Therapeutic Use.—Van Dyk and Co. A brand of benzyl! benzoate which 
complies with the N. N. R. standards. For a discussion of the actions, uses and dosage, see New and 
Nonofficial Remedies, 1919, p 53 Van Dyk and Co., New York 

Luminal— Phenobarbital—Phenyl-Ethyl-Barbituric Acid—Pheny]-Ethyl-Malonyl-Urea. Pheno- 
barbital (luminal) differs from barbital (veronal) in that one ethyl group has been replaced by one 
phenyl group It is claimed that the introduction of the phenyl group increases the hypnotic power 
of luminal over that of barbital. Luminal is claimed to be a useful hypnotic in nervous insomnia 
and conditions of excitement of the nervous system Dose, from 0.2 to 0.3 gm., increased if necessary 
to 0.8 gm Luminal is supplied in powder and as Luminal Tablets 1} grain. Winthrop Chemical 
Co., Inc., New York 

Luminal-Sodium— Phenobarbital Sodium—Sodium Phenyl-Ethy!-Barbiturate—The mono- 
sodium salt of phenyl-ethyl-barbituric acid. Tne actions and uses of luminal-sodium are the same as 
those of luminal. For hypodermic injection luminal-sodium is used in the form of a 20 per cent. solution 
The dose of luminal-sodium is 10 per cent. greater than that of luminal Winthrop Chemical Co., 
Inc., New York 

Sajodin—Calcium monoiodobehenate—The calcium salt of monoiodobehenic acid. Sajodin 
is used as a substitute for iodides. The iodin of sajodin, being longer retained, is perhaps better utilized 
It Is also less liable to produce gastri disturbance than alkali iodides Sajodin is also supplied as 


Sajodin Tablets 8 grains. Winthrop Chemical Co., Inc., New York (Jour. A. M. A., Dee. 2 19] 
p. 1939 
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